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THE TRUE ANTICHOLINERGIC IN PEPTIC ULCER IS NOW AVAILABLE AS: 


Banthine and Banthine with Phenobarbital 


“‘More and more importance is being attached 
to the role of hypermotility of the stomach in 
the causation of ulcer pain and less to the in- 
fluence of simple hyperacidity. 
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while it does lower gastric acidity in most 
patients, its most important function is this 
same decrease in hypermotility with almost im- 
mediate relief of pain.”’* 
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Cholangiogram with Diodrast 35% showing stone in distal end 
of common duct. Illustration, courtesy of Dr. J. Buckstein, 
author of “The Digestive Tract in Roentgenology” (Lippincott, 
1948) in which a whole chapter is devoted to this procedure. 
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viate existing pathologie 


abnormalities.” * 


Rv, ‘Amer. Jour. 


Wet, Stevenson, Ub Fromm 


699 
cholangiography 
much information has been ob- 
| Sy. tained. Operative cholangio- 
é aberrations and anatomic dis- 
placements of the extrahepatic p 
| 
communications; visualize bile 
reflux into the pancreatic ducts; | | 
which impinge on the large bile 
Se ducts or originate in the am- | | 
of Vater; and visualize 
‘information permits the 
geon to select the operative 


DIAGNOSIS CAN BE DEFINITE! 


because... 


Oo MONOPHEN “normals” are consistently sharp and 
r. 


& Diseased gallbladders visualize poorly or not at all. 


Fa) This diagnostic trustworthiness has been attested to 

by its use in over 3000 cases .. . with complete confirma- 
tion of those cases where surgical intervention was 
recommended. 


In addition, the proven infrequency of side reactions 
such as cramps, diarrhea, dysuria and nausea, makes 
the easily swallowed MONOPHEN capsules ideally suited 
for routine use, particularly since double doses are 
unnecessary. 


Wasch, Milton G. and Epstein, Bernard S.: Am. J. Roentgenol. & 
Rad. Ther., 66:98-102, 1951. MONOPHEN - A New Medium for 
Cholecystography. 

Epstein, B. S., Natelson, S. and Kramer, B.: Am. J. Roentgenol, & 
Rad. Ther., 56:201-207, 1946. 


MONOPHEN 


THE MODERN CHOLECYSTOPAQUE 


BELL-CRAIG, INC. 


formerly 


NATIONAL SYNTHETICS, INC. 
270 Lafayette Street, New York 12 


“Dependability Through the Years” 


WHY DON’T YOU TRY MONOPHEN? 
MONOPHEN is 2-(4-hydroxy-3, 5-diiodo- 
benzyl) -cyclohexane carboxylic acid, con- 
taining 52.2% iodine in stable combi- 
nation. 

SUPPLIED IN BULK: Capsules (0.5 gram) 
are cellophane-sealed and boxed in quan- 
tities of 50, 100, 250, 500 and 1000 with a 
requisite number of dispensing envelopes 
imprinted with directions for use. 

Write for samples 


700 
| 

i 

4 

4 

| 


...a leader...on merit... 


MAGNESIUM e ALUMINUM HYDROXIDE GEL 


Leaders are recognized for their ability to do the job 
better. And so is Maalox. 

In gastric hyperacidity and peptic ulcer Maalox is 
outstanding for superior performance. This combination 
of both magnesium and aluminum hydroxides has won 
recognition in leading gastrointestinal clinics and found 


preference with patients ... truly a leader on merit. 


Faster relief of pain and distress 

20 per cent greater acid-binding capacity 
Freedom from constipation and gastric irritation 
No systemic alkalosis or secondary acid rise 


Pleasant taste—acceptable on prolonged administration 


For Clinical Testing 


You are the best judge of the merits of any product. 
Therefore we would like to send you a supply of 
Maalox sufficient for a thorough personal evalua- 


tion in your clinic. Just write us your requirements. 


WILLIAM H. RORER, INC. 


Drexel Building, Independence Square + Philadelphia 6, Pa. 


701 
R 
* 
* 
| 
j 
| An aqueous colloidal suspension, supplied in 355 cc. bottles (12 fluidounces) ; { 
be 
RORER 
2 
R 


Worm Infest tions 


Fivding the characteristic ova of h m or roundworm in the feces 
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SURGICAL TREATMENT OF CANCER OF THE PANCREAS* 
ALEXANDER BRUNSCHWIG, M.D. 
New York, N. Y. 


I want to review briefly some of the highlights in the surgical attack upon 
cancer involving the pancreas and ampulla. I note that Dr. Parsons is also down 
for about the same subject. I hope I do not take too much wind out of his sails. 
I shall confine my remarks entirely to some aspects of the surgical treatment. 

From the purely technical standpoint, the surgery of pancreatic cancer 
can be classified into four categories: The operations involving the ampulla, those 
involving the head of the pancreas, those involving the body of the pancreas, 
and total pancreatectomy. 

Prior to 1935 there were not many surgical attempts on cancer of the 
ampulla of Vater. The paper published by Whipple, Parsons and Mullen in 1935 
stimulated interest in this whole field in this country and concerned itself with 
a radical attack upon cancer of the ampulla. 


Prior and since that time some tumors of the ampulla have been attacked 
rather conservatively. An incision is made in the greater curvature of the duo- 
denum, or the anterior aspect of it, the tumor is exposed and excised—just simply 
that, going clear through or partially through the wall of the duodenum. 

This is not radical surgery, but it has yielded good results. Some of these 
ampullar tumors spread very slowly and metastasize late, and it is problematical 
if some are true carcinomas. 


Here is an example. This patient is alive over eight years after a trans- 
duodenal excision of the ampullar tumor, which was large enough to cause 
jaundice, with a positive Courvoisier sign. When the specimen was out, the 
edema in it was gone, one could pass wooden probes through the pancreatic and 
common ducts that coursed through it; but there was a little bit of pancreatic head. 

Whether the tumor is a broad based, papillomatous affair, essentially benign, 
I don’t know. The patient is alive over eight years. 

Next we had a very large tumor which was diagnosed roentgenologically as 
arising probably from the papilla of Vater, which I operated upon over twelve 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastroenterological 
Association, New York, N. Y., 12, 13, 14 October 1950. 
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years ago. At that time we were not as accustomed to pancreatoduodenectomies 
as we are today, so we tended to be conservative. 

The duodenum was opened to exposure of the tumor. The duodenal wall 
and tumor were cut out. Both the common bile and pancreatic ducts were seen 
uninvolved after the tumor was excised. They were sutured into the wound and 
this patient is living and well, back at her work as a visiting nurse, over twelve 
years after operation. 

The section showed an infiltrating tumor of small cell type. One pathologist 
was reminded of a carcinoid. There were no silver reducing granules in cytoplasm 
of the cells so it is a question whether it is to be so classified, but the infiltration 
of the musculature in the duodenal wall made it seem to be a carcinoma. 
It has not metastasized. 


The ducts were still patent in it though the patient was jaundiced, and the 
protruding portion was ulcerating. 

A procedure employed for a wide resection of the head of the pancreas, 
includes the pylorus, duodenum, and the first few centimeters of jejunum. The 
common duct is anastomosed to a loop of jejunum. There are many different 
hookups. 

These operations have been going on now for about fifteen years and almost 
every surgeon has his own method of reconstituting the upper gastrointestinal 
tract. The multiplicity of methods indicates that the best one hasn’t been found, 
or that it doesn’t make any difference as long as things work pretty well. 

I now anastomose the gallbladder into the jejunum as well as the common 
duct and sometimes we do the Polya type of gastrojejunostomy instead of the 
Billroth II type. Some surgeons are emphasizing the importance of reanastomosing 
the tail or body of the pancreas into the jejunum, to afford return of pancreatic 
secretion into the bowel. Theoretically that is desirable. I have done it a few 
times, but still prefer to tie off the neck of the pancreas. The patients do have 
pancreatic fistulae, but one has to accept them. Eventually they close. That has 
been our experience. 

Probably some have found that fistulae persist a long time, but I have 
never found that in the thirty-three or thirty-four cases where I have occluded 
the body of the pancreas. 

We now look at a surgical specimen showing a carcinoma of the papilla of 
Vater with the head of the pancreas underneath. This looked like a very favor- 
able case. No metastases were found. Actually the patient did pretty well for two 
and a half years and then died of extensive metastases throughout the peritoneal 
cavity and the liver. He returned to work and he did heavy physical work for 
two years. 

We next have one that is of the lower end of the common duct. Pathologically 
there are carcinomas of the terminal portion of the common duct, and of the 
pancreatic duct, and of the duodenum adjacent to the papilla or the duodenal 
mucosa over the papilla, but that differential is mainly of academic interest. The 
surgical problem is the same; namely, a wide excision, pancreatoduodenostomy. 


‘ 
4 
4 
| 
7 
4 
4 


Brunschwig—Surgical Treatment of Cancer of the Pancreas 707 


This patient has done very well. It is now a year and two months and he is 
clinically free from evidence of disease. 

Here is another one showing a carcinoma arising right in the ampulla, 
exposed, and opposite the common bile duct. The pancreatic duct has the probe 
in it. This patient’s lesion also seemed to be a favorable one, but he also survived 
only about a year and a half before dying of metastases. 

Next we see a very large lesion of the head of the pancreas, showing simply 
the surgical specimen, the lower pylorus, the head of the pancreas, the neck and 
entire duodenum, and the first three or four centimeters of jejunum. 

We have learned by experience, that large carcinomas do not have a good 
prognosis. When cancer of the head of the pancreas gets to be this size, the 
chances for long survival are not very good, and so there has been a question 
raised: whether one should, in the presence of a large carcinoma of the head of 
the pancreas, do anything more than short-circuiting operations, because this 
operation will relieve the jaundice. I think if one could excise a tumor, one should 
do it even though the cancer at the head of the pancreas* may be large. 

We have yet to produce any long survivals in patients with cancer of the 
head of the pancreas that are of large size. There is little disagreement over the 
question of radical excision for ampullar carcinoma or relatively small carcinoma 
of the duodenum. At present, I shall continue to excise carcinomas of the head 
of the pancreas if they are resectable, regardless of their size, provided metastases 
are not present or can be encompassed, hoping that some time we might fall 
upon a tumor different from the others, and it may have become large locally 
and still not have metastasis. 

I will show you one such patient, at the end of the presentation, that 
looked hopeless. 

In a roentgenogram of a “barium swallow” after pancreatoduodenectomy, 
we see the long loop of jejunum brought up to the common bile duct and the 
enteroenterostomy below, which did not protect the choledochojejunostomy site 
from having material pass by. A sphincter-like mechanism developed at the 
choledochojejunostomy site. As to ascending cholangitis I think it is entirely 
a question of the size of stoma; if there is stenosis, so that material from the 
bowel gets into the biliary tract, and then has to stay there and putrefy and 
can’t get out, ascending cholangitis occurs; but where the flow of material is free, 
in and out, the mere fact that material from the intestinal tract gets into the bile 
radials, even intrahepatically,. as shown here, does not signify that the patient 
will develop ascending cholangitis. 

Dr. Wangensteen mentioned the physiological disruption that might obtain 
from radical surgery in the upper gastrointestinal tract. In my experience I have 
noticed that patients that have pancreatic juice occluded, can be classified roughly 
into three categories: 


(1) Those with the fatty stools. 


(2) Those whose steatorrhea is not quite as pronounced, but is still quite 
definite. 
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(3) Those whose stools to all intents and purposes are normal in appearance. 


Why do we have these different types of stools in patients with pancreatic 
juice occluded? A number of explanations could be given such as small aberrant 
pancreas in the bowel, pancreatic enzymes secreted in certain instances by the 
jejunum, etc. It is a fact that patients with a certain degree of steatorrhea 
may do quite well from the nutritional viewpoint. I don’t know how to predict 
which patient is going to have steatorrhea and which isn’t in the event that 
pancreatic juice is occluded, but the possibility of steatorrhea has not so far 
prevented me from still occluding the pancreatic stump. 


The next category of operations consist of the radical excisions of the body 
and tail of the pancreas, which should include removal of the spleen at the same 
time. The stomach is elevated, the transverse colon retracted downward, the 
spleen is liberated and, using it as a handle, one can pull up with the spleen the 
body of the pancreas and transect it at any level, proximally. 

An elderly lady did very well immediately after the operation, but died of 
coronary thrombosis, and necropsy investigation failed to reveal any evidence 
of tumor. She had a carcinoma of the proximal portion of the body of the pan- 
creas. The procedure was easily carried out. 

Next we have a large tumor of the body of the pancreas which was a carcinoma 
beginning to infiltrate the stomach and first loop of jejunum, an insulin-produc- 
ing carcinoma, and this patient had many severe attacks of hyperinsulinism 
every day. The tumor weighed 1,300 grams. 

I always show this picture whenever I get a chance because to me it is a 
very good experiment in medical palliative treatment for cancer, and I think is 
pretty strong evidence that there is no such thing as a toxin from cancer that 
causes cachexia, which is a very old idea. 

This patient was operated upon four days after this picture was taken. 
This is four years after the tumor I mentioned a moment ago was removed. 
By this time, there were recurrent attacks of hyperinsulinism and one could palpate 
a mass in the upper abdomen. At operation he had about as extensive a car- 
cinomatosis as I have ever encountered. The peritoneum was one thick sole-leather 
layer of cancer. The liver was riddled with nodules inside and on the surface. 
The viscera and peritoneal surfaces of the bowel were thickened with tumor, yet 
he weighed 260 pounds, was six and a half feet in height. Why is it that he was 
in such good, general appearance and noncachectic? He had no pain and no 
obstructions causing vomiting or disturbances of the alimentary canal. He did 
not have to take sedatives or narcotics, which would reduce his appetite. He did 
have attacks of hyperinsulinism, which his wife was careful to keep watch for, 
and which she would abort by having him eat large quantities of candy and 
orange juice, so his intake was six to eight thousand calories a day. He would 
almost continuously eat chocolate bars and go to bed at night with candy on his 
night table; in other words, if one can control pain and keep up caloric intake, 
palliation of a remarkable type can sometimes be achieved. 
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If this were a cancer toxin producing cachexia, this man certainly should 
have been cachectic. He kept on eating to the very end, and he died due to a 
complication of the third laparotomy. 


How much pancreas can be removed? This is an instance of adenocystoma 
of the pancreas, growing for years. The patient was cognizant of a palpable 
growth in the abdomen. 

At the end of the operation, all the pancreas that was left was a little 
piece (about 2xIxl cm.). She did not have diabetes over the years. The 
tumor had destroyed the pancreas gradually and what little pancreatic tissue 
remained became extremely efficient in the production of insulin. Though we 
were prepared, and the patient was prepared, for a diabetic state following 
operation, she did not develop it. 

One can take out the whole pancreas. It is an operation that has consider- 
able risk. I think the mortality is around 30 or 40 per cent. I don’t think there 
have been long survivals from total pancreatectomy for carcinoma, but there 
has been relief of pain. 

Next is a specimen from a physician whose pancreas was completely 
involved by a scirrhous carcinoma. He lived eleven and a half months after 
operation. His diabetes was controlled with thirty to forty units of insulin a day. 

In one case we removed the entire stomach and pancreas, and this patient 
was already diabetic before operation. The interesting thing was that after total 
gastrectomy and pancreatectomy, his diabetes was not aggravated. 

Dr. Wangensteen:—What digested his food? 


Dr. Brunschwig:—I don’t know. Here is the spleen, the entire stomach, 
the duodenum, and the entire pancreas. His stools were mushy and light green 
in color. 

The patient, three months after operation was still in the hospital for 
metabolic studies. It was a very spectacular case. He died 3% months after 
operation of explosively developing metastases. 

Now I shall just mention a few cases to illustrate a point or two. Acute 
cholecystitis can sometimes be a first manifestation or an early manifestation 
of cancer in the ampulla or the head of the pancreas. 

This patient had three operations within about nine months. The first was 
for cholelithiasis; the second, for a common duct stone; the third, for an apparent 
recurrence of a common duct stone, at which time a small carcinoma of the 
ampulla of Vater was found. I performed the fourth operation which consisted 
of pancreatoduodenectomy, and she did well for one year, then developed painful 
nodules in the operation scar, and requested that these be removed, because 
they were so painful. 

When I took out the scar, which had omentum attached underneath, the 
transverse colon was covered by millet seed-sized metastases. The colon was 
otherwise normal, but I removed the transverse colon, and she did pretty well 
for two years. 
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In dealing with acute cholecystitis, one can’t completely be oblivious of 
the possibility of a small carcinoma, especially in the lower common bile duct 
or head of the pancreas, especially if a patient is in the middle age or elderly group. 

Two good results to show that something can be salvaged with this type 
of surgery: The first a specimen removed in December, 1944, which will be six 
years this coming December. She was forty-three years old at that time. The 
common duct was dilated, as you can see, and a small carcinoma was present. 
Is this a carcinoma of the ampulla, duodenal mucosa, or head of the pancreas? 
I don’t know. The pathologists discussed that point. Grossly it is within the head 
of the pancreas, just beneath the ampulla. 

She has been having steatorrhea because the pancreatic juice was occluded. 

Six years after the operation, I understand she is still normally active 
and in good health. I have heard from her recently. 

Then we have a patient who had a large papillary carcinoma of the ampulla 
or papilla, with metastases in nodes around the head of the pancreas, and also 
the node usually present at the junction of the cystic duct with the common 
hepatic duct—there is always a node at that juncture. Thus there had been metas- 
tasis high in the portahepatis. I did a pancreatoduodenectoray, nevertheless, al- 
though we could have defended a conservative (cholecystjejunostomy) operation 
since the patient had regional metastases. 

Three years later he had a palpable mass in the right abdomen which proved 
» to be a new primary carcinoma of the ascending colon. I performed a right hemi- 

colectomy and there were lymphatic node metastases in the right colon mesentery. 
’ The first operation (pancreatoduodenectomy) was done in May of 1943, which 
» means about seven and a half years ago. 

The stool was only moderately fatty. He is not taking pancreatin, no vita- 
mins, no liver injections; simply eating what. he wants to eat. The liver is 
not enlarged. 

Last summer he weighed about as much as he has ever weighed, seven years 
after pancreatoduodenectomy, for carcinoma of the ampulla, with regional node 
metastases, four years after operation for second primary carcinoma with the 
ascending colon with metastases. 

I present the last two cases to indicate that we can obtain good results with 
this type of surgery. 
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SIMPLE TESTS OF VALUE IN THE DIAGNOSIS AND 
TREATMENT OF PANCREATIC DISEASE* 
THOMAS H. McGAVACK, M.D. 

New York, N. Y. 


This discussion should rightfully be considered, perhaps a summation of the 
remarks of those who have preceded me for, by and large, they have offered you 
most of the things I have to say. 

The first difficulty encountered in diagnosing diseases of the pancreas is its 
anatomical and functional associations. If pancreatic disease is suspected, it may 
be wise to find out how well the liver and gallbladder are functioning. 

In the handling of work in a general city hospital where it is difficult to main- 
tain and impracticable to carry out lengthy procedures, we have established what 
we term a single specimen liver function test, in which actually nine determinations 
are done. These include the prothrombin time, icteric index, van den Bergh reaction, 
cephalin flocculation, thymol turbidity, phosphatase, total protein, albumin-globulin 
ratio, cholesterol and cholesterol esters. 

If there is no disturbance in any single factor thus determined, it is fairly clear 
to us that we will rarely find a detectable disturbance of liver function. We say 
this advisedly, because it has been possible in the metabolic wards to study this 
test in connection with other well recognized and well known tests, bromsulphalein, 
colloidal gold, hippuric acid and so forth, thus checking, so far as we can, certain 
specific functions against one general or single specimen test. The general test has 
rarely failed to show some disturbance whenever one of these special tests suggested 
abnormal function. 

Reasons for the difficulties encountered in diagnosing pancreatic disease have 
already been emphasized in their essence by previous speakers. These include the 
anatomical connections, the retroperitoneal location and the physiological associa- 
tions of the organ. It must be emphasized that it is one of at least a team of seven, 
the other six being the stomach, duodenum, upper intestinal tract, gallbladder, liver 
and colon. These must work together. Furthermore the pancreas has tremendous 
functional reserve, and as Dr. Brunschwig pointed out, it is amazing how well some 
individuals get along who apparently have no pancreatic secretion. 

For carbohydrate, as little as 10 per cent of the pancreas needs to be left for 
satisfactory digestion. We can get along with two-thirds of the pancreas without 
disturbing fat digestion, and a little over half of the pancreas is necessary for the 
complete digestion of protein. 

It is of practical importance to mention the usefulness of the single-specimen 
liver function test for those people upon whom surgery is to be done. If the 
esterification of cholesterol is not good, and the albumin-globulin ratio is disturbed, 
postoperative digestive problems will be great. 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastroenterological 


Association, New York, N. Y., 12, 13, 14 October 1950. 
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In addition to the single-specimen tests for liver function, we have felt that 
the following are useful and within the scope of every hospital laboratory: serum 
amylase, lipase, alkaline phosphatase, and lipase after the intramuscular adminis- 
tration of mecholyl (Table 1). The mecholyl procedure involves the giving of 
between ten and twenty milligrams and following the changes which occur in serum 
lipase at zero, fifteen, thirty, sixty, and ninety minutes. Usually the maximum 
increase appears at about thirty minutes. 


This test is not of value if negative, but, if positive, that is if there is a distinct 
elevation, it is certainly of confirmatory value in our study of the patient with 
pancreatic disease (Table I). 


TABLE I 


Beuwavior or Serum Amytase, Lipase AND ALKALINE PHOSPHATASE 
in Patients with Pancreatic Disease. 


| 


Pancreatic - -__—_————| Mecholyl 
condition | Response 
| Amylase | Phosphatase 


Acute | Elevated | Elevated Usually Contraindicated 
Inflammation Normal 
Chronic | Low to | Low to Usually Little or 
Inflammation | Normal | Normal Normal | No Response 
— | j 
Nutritional 
Diseases | Low 


| Usually Normal Satisfactory 
| Low 


Ow Response 


Obstructive | Variable | Variable Usually | Usually 
Lesions | Lowto High | Low to High High | Normal 


Some things have been said earlier by other speakers about the pancreatic 
enzyme content of the duodenum. We certainly agree that this is a difficult proce- 
dure. It is not well adapted to routine work. It sometimes takes three or four hours 
to get the tube in situ even though the individual operating the tube is trained. 
Pressures have to be well maintained, with not too high and not too low levels in the 
suction apparatus. Nevertheless this procedure seems to give positive and very 
useful information under certain conditions. 


Keeping in mind these tests, we can classify pancreatic disease into four main 
categories: the acute inflammatory, the chronic inflammatory, the obstructive and 
the nutritional or metabolic. 


In the diagnosis of the acute inflammatory lesions of the pancreas, serum 
amylase has been looked upon as one of the best tests. While it rises rapidly, it 
falls quickly to normal often within forty-eight to seventy-two hours. On the other 
hand the serum lipase, while also elevated early, remains high for a considerable 
length of time. These laboratory tests are our best for confirming the presence 
of acute pancreatic edema, and hemorrhagic pancreatitis with or without suppura- 
tion. 
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Alkaline phosphatase will be of use in excluding an associated disturbance in 
the hepatobiliary tract. Occasionally this may be elevated in cases of acute pan- 
creatitis with edema about the ampullary region. Such a blocking is usually tran- 
sient and the alkaline phosphatase is only slightly disturbed If we have hepato- 
biliary disease which is causing the pancreatic disturbance, the alkaline phosphatase 
may be exceedingly high. 

In the acute inflammatory lesions, we do not use mecholyl or secretin tests. 
The same statement applies to the determination of duodenal enzymes. If, however, 
pancreatic enzymes were estimated in the duodenal contents, they would be found 
low without stimulation, and perhaps low after stimulation, but I certainly feel 
that any stimulation is contraindicated. 


As to the chronic inflammations, I think we may see a difference here between 
some of the cases of chronic cystic fibrosis occurring in children, where apparently 
there is more than one major embryological or developmental defect, and the adult 
who develops, through abuse, or through perhaps some constitutional inferiority, his 
chronic fibrosing pancreatitis. The duodenal enzymes of the fasting individual with 
a chronic pancreatitis may be low, absent or within normal range. Furthermore, 
there is no satisfactory response on stimulation, a fact which differentiates this 
from the nutritional group which responds to stimulation in a relatively normal 
fashion. 


Changes in blood amylase do not help us to distinguish between the chronic 
inflammatory conditions and nutritional deficiencies. As a rule serum lipase after 
mecholyl stimulation will be low in patients with chronic inflammatory disease, 
whereas in the nutritional disturbances, the response will be normal. 


In obstructive lesions, the determination of serum amylase will be of very 
little value to us, whereas lipase will be intermittently elevated. Alkaline phos- 
phatase values vary more or less directly with those for cholesterol. These may 
be very high, often for a long, long time; however, if the patient goes on to 
the point of malignant cachexia, or has had his condition for a considerable 
period of time, the alkaline phosphatase may decrease and, at the same time, 
the cholesterol, which has also been high, will fall. As they decrease, esterifica- 
tion of cholesterol is usually disturbed. This diminished capacity for esterifying 
cholesterol probably represents an intrinsic disturbance of the parenchyma of the 
liver due to the long-standing back pressure through its ductal system. In cases with 
obstruction to the major pancreatic ducts, stimulation with mecholyl usually causes 
a rise in the alkaline phosphatase of the serum. 


In summary, it is clear that a relatively small group of tests may help us in 
distinguishing the acutely inflammatory, chronically inflammatory, nutritional and 
obstructive lesions of the pancreas from each other. Of particular help are serum 
amylase, lipase and alkaline phosphatase values. In chronic diseases, when the de- 
termination of these in the fasting state is uninformative, stimulation with mecholyl 
may evoke a response. 
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Discussion 


Dr. I. Snapper:—The findings of Dr. McGavack about the changes to alkaline 
phosphatase in carcinoma of the pancreas are highly important. 


Dr. Brunschwig discussed this morning the presence of cholecystitis in carci- 
noma of the pancreas. I think that this is not a completely fortuitous coincidence, 
because in many cases of carcinoma of the pancreas there are stones in the gall- 
bladder. Thus the changes of alkaline phosphatase in carcinoma of pancreas may at 
least partly be due to the influence of gallstones upon the bile flow. 


So far as psychosomatic manifestations of disease are concerned, we must be 
more than happy that psychiatrists have become interested in these problems. 
Nowadays histories and physicals are neglected but loads of tests are ordered. This 
has led to a complete lack of interest in the patient as a human being. It was highly 
desirable that the opposite was emphasized. It has become necessary to teach 
again that the personality of the patient is often significant for the development 
of disease. 


For practical purposes it is of minor importance whether there was a previous 
anatomical lesion which became evident or was aggravated under influence of a 
psychosomatic conflict or whether the psychosomatic conflict causes an anatom- 
ical lesion in an individual which was previously completely healthy. This is a 
problem which will be discussed for many years before a satisfactory solution is 
reached with which everyone agrees. Nevertheless, we can say that for the treat- 
ment of patients the psychosomatic aspects of each case are of extreme importance. 
Fortunately the physicians who are only interested in tests and roentgen photos are 
now in the minority and the majority of the physicians are interested again in the 
personality of the patients. 
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CARCINOMA OF THE PANCREAS: DIAGNOSIS AND TREATMENT* 
WILLIAM BARCLAY PARSONS, M.D.+ 
New York, N. Y. 


Carcinoma of the pancreas, in a small but nevertheless encouraging percentage 
of cases, is amenable to surgical treatment. From various clinics in the country case 
reports indicate survival for many years in a few cases. These are the cases, quite 
obviously, where diagnosis and treatment were furnished the patient early enough 
to allow satisfactory cancer surgery to be performed. For practical purposes there 
are three main types for consideration: — 

1. Malignant papillary cystadenoma. 

2. Adenocarcinoma close to or indistinguishable from ampullary or terminal 
common duct cancer, with jaundice as an early symptom. 

3. Adenocarcinoma beginning anywhere in the pancreas at such a distance 
from the ampulla of Vater that jaundice is not produced early in the growth of the 
tumor. 


1. There are no essential differences in history, physical signs, x-ray or labora- 
tory findings between the malignant and nonmalignant papillary cystadenomata. 
These usually occur to the left of the midline, are painless round masses noticed by 
the patient or the physician doing a routine examination, and usually give no 
symptoms. Moreover there is no previous history of acute pancreatitis or injury to 
suggest a retention or pseudocyst. By x-ray there is apt to be found elevation of 
the stomach and depression of the left transverse colon on simultaneous filling of 
the stomach and colon with barium. There are no serological or other laboratory 


tests that will furnish diagnostic information. Operative removal with splenectomy 


is indicated. These masses are seldom larger than 10-15 cm. in diameter; and are 
definitely more solid in consistency than the simple cysts, so there should be no 
temptation to drain or to implant them in the intestinal tract. The operative 
problem is a straightforward one of dissection to free the distal part of the pancreas 
with the tumor and the spleen, control of the splenic vessels and nice closure of 
the cut end of the pancreas after removal of the specimen. 

2. From diagnostic and therapeutic points of view there is no essential differ- 
ence between true ampullary carcinoma and true pancreatic adenocarcinoma arising 
close to the terminal common duct, as in both conditions jaundice appears very 
early in the course of the condition. The problem therefore is to determine whether 
the jaundice is on an intra- or extrahepatic basis, and, if due to extrahepatic 
obstruction, whether from stone or from tumor. This is not possible in all cases, but 
certainly in the vast majority there will be a good weight of evidence in one 
direction or the other. There is one point which we believe deserves strict attention 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastroenterological 
Association, New York, N. Y., 12, 13, 14 October 1950. 

From the Department of Surgery, The Presbyterian Hospital, and the College of Physicians and 
Surgeons, Columbia University. 
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and that is that all cases of jaundice, on admission to hospital, be considered as 
possible candidates for surgery. If this attitude of mind obtains, there will be 
immediate consultation with the surgical staff, and much time will be gained in the 
institution of all appropriate tests and often of much of the preoperative 
preparation. 


In the differential diagnosis of jaundice we rely on history, physical examina- 
tion, and the following tests: cephalin flocculation, thymol turbidity, alkaline phos- 
phatase, duodenal drainage and occasionally x-ray examination. The history may 
include previous attacks of gallbladder disease, the receipt of transfusions and 
plasma, or exposure to toxic chemicals. Although painless jaundice has been the 
accepted textbook history of carcinoma of the head of the pancreas, in at least 
thirty per cent of cases there will be a history of vague upper abdominal pain or 


pain in the back. On physical examination an enlarged liver is not significant but a 
readily palpable gallbladder, if present, is strongly suggestive. The depth and tint 
of jaundice and the presence or absence of itching vary so markedly that they are 
not of any relative importance. The level of bilirubin in the serum is recorded for 
the purpose of establishing the depth of jaundice and for checking subsequent 
progress. The van den Bergh reaction is not routinely employed by us, as it is felt 
that other tests are far more significant. 

Ever since the war, when homologous serum jaundice and infectious hepatitis 
became relatively commonplace conditions, and further studies indicated other 
intrahepatic causes of jaundice such as cholangiolitic hepatitis, to add to our old 
acquaintance cirrhosis, there have been many articles discussing the laboratory 
tests which may enable us to differentiate between them. As surgeons this is not 
the important thing to us because these are all nonsurgical conditions and operation 
will be done only in those cases where there is doubt and a reasonable chance of 
the problem being operable. 


The slide on the screen is a somewhat. oversimplified analysis of our diagnostic 
work-up and the data expected to be positive in each category. Perhaps the thymol 
turbidity test should be added but if positive early it will parallel the cephalin 
flocculation in positivity. Certainly the alkaline phosphatase test used with the 
flocculation, and if desired the turbidity test, will usually be determinating in 
respect to intra- or extrahepatic disease. Occasionally an obstructive element is 
present in intrahepatic disease resulting in an elevated alkaline phosphatase, but 
this is fortunately rare as is the cholangiolitic type which presents a definite 
obstructive element. Differential diagnosis is most difficult in long standing cases 
where liver damage has occurred: or where there is concomitant cirrhosis. 

The examination of the duodenal contents can be extremely helpful. Some bile 
is usually present in hepatitic conditions but not with tumor unless there is ulcera- 
tion, nor with stone unless of the ball valve type which gives a history of intermit- 
tent jaundice with repeated attacks. The finding of bilirubin granules or cholesterol 
crystals is almost pathognomonic for stones, but one must remember that stones and 
cancer not too infrequently occur together. We are gradually doing fewer studies 
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of the pancreatic ferments obtained from the duodenum because of the time and 
technical difficulties, the fairly commonly present duct of Santorini and the value 
of other evidence. It is true however that markedly diminished production of pan- 
creatic secretion is the rule in carcinoma. The finding of blood cells on microscopic 
examination of centrifuged fluid is strongly indicative of ulceration. However two 
years ago a man with an impacted common duct stone showed a little blood but no 
crystals in his duodenal drainage. He was cured by the removal of the stone. Many 
clinics are reporting studies with the Papanicolaou stain. We have had positive 
results in a few cases. This is dependent on either superficial ulceration or the 
presence of carcinoma cells in the pancreatic secretion from within the organ. It is 
one of the newer tests that is well worth doing. Involvement of the duodenal mucosa 
is essential to produce irregularity as shown by x-ray. Enlargement of the duodenal 
loop is seldom seen as an early sign by G. I. series. The x-ray slide on the screen 
of the duodenum as seen from the right shows the typical reverse three deformity 
due to an ulcerating lesion at the papilla of Vater, but it is rarely seen and if 
negative is not of diagnostic importance. 

At the same time that these diagnostic tests are in hand it is important not 
to waste time in assaying the general condition of the individual regardless of 
whether or not surgery is to be employed. Renal, cardiac and liver status should be 
determined, as well as the constituents of the circulating blood. Without going into 
great detail the performance of the simpler tests for renal function will suffice 
together with electrocardiography and x-ray of the heart. In reference to liver 
function it is well to determine the serum proteins and A/G ratio, and the brom- 
sulfalein clearance, particularly in the older group, as one may prefer a two-stage 
operation in the more debilitated patient with real impairment of liver function. 

The study of the blood lays the groundwork for the most important part of 
the pre- and postoperative care of these cases. A complete count, hematocrit, 
clotting time and grouping furnish merely the superficial data required. Many 
individuals with jaundice will exhibit a marked change in the components of their 
blood volume with an increase in the plasma volume and a decrease in the red cell 
mass although the total volume may not vary much from normal limits. This shift 
will, if marked enough, show that the hematocrit and red cell count do not indicate 
the true status of the circulating blood. When the deficiency as shown by the volume 
studies has been corrected one can then rely more on the hematocrit and cell count. 
In the postoperative period a constant check on the circulating electrolytes is of 
the greatest importance. To establish a base line and to correct any presenting 
deficiencies, tests should be run for sodium, potassium, chlorides and COs. These 
tests are extraordinarily easily done if oie has a flame photometer available. How- 
ever total base can be estimated by the well known formula using plasma chloride 
and CO, concentration. It is not until the postoperative period that the values 
for sodium and potassium become so important, and then if a flame photometer is 
not available one has to depend on the chemical laboratory. 

All these tests indicate the deficiencies that must be corrected. Vitamin K. will 
be :cquired for prothrombin deficiency, blood transfusion for anemia, and a high 
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protein intake for hypoproteinemia, reinforced if necessary by parenteral amino 
acids. Water, salt and sugar administration will be governed by urinary output and 
specific gravity when checked against the appropriate levels in the blood, but as a 
general rule the danger is over-hydration and the over-administration of sodium, 
particularly in the postoperative period. 

Radical operation is indicated for localized ampullary lesions and for early 
carcinoma of the head. When spread has occurred to neighboring lymph glands or 
direct invasion has involved the root of the mesentery or the superior mesenteric 
vein even with no appreciable, repeat appreciable, metastasis to the liver, a pallia- 
tive short circuiting of the bile will give the greatest comfort to the greatest number. 
In our experience palliation in such cases is followed by as long survival as when 
radical operation is employed. Whether one should be satisfied with resection of 
the head or should do a total pancreatectomy is still under discussion. Our experi- 
ence is similar to that in other clinics in respect to finding carcinoma cells floating 
in the fluid in a blocked pancreatic duct. In one such case there were satellite foci 
of carcinoma within the duct out in the tail of the organ. Certainly total pancreatec- 
tomy offers the only hope of cure in such instances and should be done with even 
moderate sized tumors of the head, granting of course that the condition seems 
otherwise operable. 

Time does not permit a detailed description of the operation. We believe that 
the order of anastomosis is important, first common duct, then pancreas and then 
stomach with a good long loop, at least 25 cm., between the pancreatic and gastric 
anastomoses. 

These patients must receive two to three litres of blood during and immediately 
following the operation. On subsequent days the danger of over-hydration must be 
kept constantly in mind. Depending on the size of the individual the total intake 
should be strictly limited to not >ver 3,000 c.c. in 24 hours, and of this, salt solution 
should not be over 500 c.c. It is impossible to know where one is in respect to fluid 
administration unless one keeps a special daily sheet of input and output by each 
and every route. On this sheet should also appear the daily estimations of sodium 
potassium and chlorides. As soon as there appears a drop in K, particularly when it 
approaches or drops below 3.0 m.eq/I, potassium chloride should be added to the 
intravenous fluid in the amount of 30 m.eq/I per diem. This loss of potassium may 
be from two causes: (1) nasogastric or intestinal drainage and (2) the fact that 


_K is excreted during the period when the individual is on parenteral feeding, and 


therefore not taking in any K by mouth. This deficiency can occur in the absence 
of dehydration, by loss of K from the cell and its replacement by Na particularly 
when too much salt solution has been given. Asthenia, listlessness or even myas- 
thenia are clinical evidence of potassium deficiency. The response to appropriate 
correction of this deficiency is often dramatic, not only in the improved general 
condition of the patient but even in wound healing. Potassium is however only one 
of the important electrolytes. If sodium drops in the face of normal chloride values 
sodium lactate may be used, and conversely ammonium chloride will furnish 
chloride without increasing the sodium level. Shifts in these electrolytes can occur 


‘ 
3 
q 
4 
a 
a 
fq 
i 
1 
} 


Parsons—Carcinoma of the Pancreas: Diagnosis and Treatment 719 


insidiously and it is for that reason that we have found the use of the photometer 
for daily determinations so helpful. We are sure that the reason we did twenty-two 
radical operations with one death since developing a team for this particular proce- 
dure has been due largely to more accurate control of the postoperative period. 


3. The last main category is that of carcinoma of the pancreas starting in the 
body and tail and not causing jaundice early. These commonly grow to considerable 
size with extension beyond the organ before any symptoms appear. It may well be 
that the accepted back pain does not appear until invasion of the capsule of the 
gland has occurred. Certainly digestive disturbance particularly of fat seldom occurs 
until late in the disease. Our feeling in this group is one of complete frustration 
and defeat. We have not seen one early enough to be still operable and do not 
believe they can be diagnosed. 


In conclusion then we can say that (1) the papillary type should be diagnosed 
and removed with an excellent prognosis, and that (2) ampullary and early head 
lesions require radical removal probably with total pancreatectomy in many cases. 
We feel strongly that all jaundice cases require immediate study with the possi- 
bility of early operation being necessary, and if operation is carried out that scrupu- 
lous attention to pre- and postoperative fluid and electrolyte management is the 
real key to success. 

Discussion 

Dr. O. H. Wangensteen:—When you hear a paper from a surgeon like the one 
we just heard, I think you can understand why surgery is improving, and inasmuch 
as our Pilgrim Fathers inaugurated Thanksgiving, I think we surgeons should 
celebrate that holiday more frequently and reverently, giving thanks for the oppor- 
tunity of being surgeons now when real progress is being made on many fronts. 
You can see in essence what a surgeon is. He isn’t only a person whose hand is 
guided by the internist, as it was in long years past, when he stood outside awaiting 
the decision and the instructions of the consultation of the physicians. In fact, as 
one walks the hospital wards, it is evident that there has been a certain concession 
on the part of the internists and pediatrists to surgeons in adopting the long white 
robe of the surgeon; and the surgeon, of course, who wears a long white robe, looks 
at the patient as a whole. In certain quarters the ophthalmologist and the otologist 
still continue to wear the short robe and look at the patient only with reference to 
the point they have under scrutiny. 

Now, whereas these remarks may appear to be a bit cynical, they do bear upon 
the issue, and when one hears a surgeon talk as Dr. Parsons now has just done, 
you can begin to know and understand how broad the field of activity of the 
surgeon is. It isn’t just cutting. He has to be, as the late Harvey Cushing said, in 
part an internist in the field in which he is working. 

That is part of the role of being a surgeon. You can’t keep up on all fronts at 
once. You get your forces drawn out too thin; and, what I said about postoperative 
care relates to every kind of patient the surgeon operates upon. As Dr. Snapper has 
said many, many times in these discussions, much of what we know has been 
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plucked out of the past, but with this difference, that when the pertinent information 
gets into the hands of persons to whom it has some vital meaning, then impetus 
comes out of such knowledge and a forward thrust is given to the entire field of 
activity for which that knowledge has meaning. 


Take the whole chapter of excision of the esophagus or of the lung—there is 
not very much new in either field. The article on excision of the esophagus pub- 
lished in 1920 by the late Martin Kirschner, then in Koenigsburg, contained the 
whole category of operations upon the esophagus for cancer as we know them 
today. But failure then was quite uniform; today failure has been supplanted by 
success because we have learned to know what makes for success or failure. 

The same thing may be said for excision of the lung for bronchiectasis or 
cancer. What a difference has come about since information bearing upon pul- 
monary resection came into the hands of people to whom it meant something. 
They sifted and coordinated the facts and brought order and understanding where 
there was previously only confusion and dismay. 

Of course, we have made progress in the problem of cancer of the pancreas, 
since V. Winiwarter, a pupil of Billroth, went out to one of the schools in Belgium. 
It was he who introduced cholecyst anastomosis for the relief of obstructive 
jaundice. 

He did eight operations upon his patient before he finally succeeded, and then 
he anastomosed the gallbladder eventually to the colon. Long years went by and 
Kausch of Berlin finally succeeded in excising the head of the pancreas for 
cancer. When I was in Berlin, in 1928, I went out to visit the Augusta Viktoria 
Hospital, to stand where Kausch had done at a much earlier time (1912) these 
operations for cancer on the pancreas. 


Then the group, for which Dr. Parsons now spoke, constituted by Drs. 
Whipple, himself and Mullen, back in 1935, occluded the pancreatic duct in exci- 
sion of the head of the pancreas for cancer, and ofice again enlisted the surgeon’s 
interest in the problem. But, as he has now said, too, surgeons have come back 
again to the older procedure of trying to put the pancreatic duct back in the 
jejunum. Why weren’t the operations of Kausch more successful? Well, the 
surgery of that day was not equal to some of the procedures the surgeon undertook 
to perform. And the same may be said for certain procedures in our own day, in 
the performance of which our successors will outstrip and outwit us. I know Dr. 
Parsons as a surgeon of great skill. And yet, when you and I have heard him talk, 
showing evidences of first hand orientation and understanding of the potassium 
and sodium requirements of patients undergoing the type of surgery he has been 
speaking of—speaking for myself at least, I will say that, my admiration for 
Dr. Parsons as a surgeon is still greater. I shall add only one thing. I believe the 
time is not far away when all surgeons will weigh their patients routinely. What 
if it does take some labor? What is labor, if your work has the flavor of success? 

When Dr. Parsons says he and his group have done twenty-two of these 
operations successfully with one death, you can understand the enormity of the 
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labor and thinking that has gone into that accomplishment because that is no 
small success. 

What Dr. Parsons has said about the face sheet of the chart is very important. 
It is convenient and comforting to have all the pertinent data relating to fluid 
intake and output summarized on face sheet of the chart. This should come to be 
standard practice in every hospital. 

I will say one other thing and that is about cancer of the body of the pancreas. 
I think there is an entity which we can begin to recognize in cancer of the body 
of the pancreas. It is difficult to diagnose. This is the situation: It concerns a patient 
who has pain. You examine him and apply the various diagnostic criteria, and 
you don’t find anything. He has intestinal colic but no demonstrable obstruction; 
the barium enema is negative; occasionally he will have pain in the back. You 
may think the patient should have a cancer of the colon. He has pain, some dis- 
tention but no demonstrable obstruction. Such patients I believe should be ex- 
plored for it is the syndrome of cancer of the body of the pancreas. 


It is not an easy surgical problem at operation. The body of the pancreas 
lies upon the aorta between the celiac and the superior mesenteric arteries. The 
pancreas is deep in there (drawing on blackboard) and it has no capsule on it, so 
when the cancer grows, it grows into the ganglionic tissue around the celiac and 
superior mesenteric arteries. Inasmuch as these are the postganglionic fibres of the 
splanchnic nerves which are invaded by the cancer, there is increased motility of 


the gut. A circumstance which accounts for the stimulation of the picture of bowel 
obstruction. 


The removal of such cancers of the body of the pancreas is not an easy opera- 
tion. I go along with Dr. Parsons on that. I have tried a few of these. We have 
had some temporary successes, but nothing I am proud of. I think we can do 
better. It isn’t a good operation for cancer. You have to save the superior mesen- 
teric artery and the celiac axis because these are end vessels to important struc- 
tures, and the surgery of 1950 is not yet ready for division of these tissues with 
restitution of their continuities. This type of cancer surgery must await develop- 
ments in vascular surgery. The cancer surgeons of the next decade may well be 
our great vascular surgeons of today. However, by buckling down to the job, 
dividing the pancreas and getting the spleen out, and leaving residual fragments 
of cancer and pancreas upon the aorta, the celiac artery, and superior mesenteric 
artery, employing the time worn technic of the neurosurgeon of bisecting, cutting, 
and bisecting and cutting, and finally getting down on the vessel, the cancer can 
be removed. 

I have observed two rather disappointing experiences, one my own, and one 
of another surgeon in our hospital. One of my patients died of gastric hemorrhage 
about a month after such an operation, and a patient of one of my associates, 
Dr. F. John Lewis, died of a perforated ulcer. 

How does this come about? If you do a celiac gangliectomy and superior 
mesenteric gangliectomy, which of necessity you must do, if you do a good opera- 


| 
| a 
| 
| 
i 
| 


722 THE REVIEW OF GASTROENTEROLOGY 


tion for cancer of the body of the pancreas, an ulcer-abetting situation is brought 
about. It is known from the work of Popielski, of Pavlov’s School of Physiologists 
and that of Rolf Lium of Portsmouth, New Hampshire, and more recently C. Walton 
Lillehei and I wrote about it; excision of the prevertebral mesenteric ganglionic is 
an ulcer-abetting operation, far more so than is splanchnicectomy or preganglionic 
section of the visceral sympathetic nerves, such as the Smithwick operation. 

The next time I undertake pancreatectomy for cancer of the body of the pan- 
creas, I believe I shall do a simultaneous partial gastric resection. It is not pleasant 
to have the patient die of gastric hemorrhage or a perforated ulcer just because 
the operation for cancer of the body of the pancreas is essentially an ulcer-abetting 
procedure. 

Dr. 1. Snapper:—Dr. Parsons has discussed several tests which are used for 
diagnosis of pancreatic neoplasms. We, nowadays, pay much attention to pan- 
creatic enzyme secretion after secretin injection. I agree with Dr. Parsons that 
this test, which requires duodenal intubation and intravenous injection of secretin, 
is not a pleasant procedure. We use this test notwithstanding these inconveniences 
because the absence of enzymes in the duodenum after secretin injection is one 
of the most constant signs of carcinoma of the head of the pancreas. It does not 
exclude a malignancy of the tail of the pancreas. 

Dr. Parsons has not much use for the van den Bergh reaction. At the time 
van den Bergh devised his reaction he had to cope with a problem the size of 
which we cannot appreciate anymore. Horse serum, cow serum, and normal 
human serum were all yellow but all these pigments showed completely different 
chemical reactions. Van den Bergh, with great ingeniousness, demonstrated the 
presence of bilirubin in the horse serum, of lipochromes in the cow serum and 
the presence of both in human serum. In certain cases of jaundice the direct or 
the indirect character of the van den Bergh reaction is still important for the diag- 
nosis. I agree that in other cases of jaundice diagnostic conclusions can be reached 
even if the van den Bergh test is not used. 

All tests for liver funtion have their strengths and weaknesses. The alkaline 
phosphatase content of the serum is especially of importance if it is mot increased. 
In this case extrahepatic obstruction is improbable; if the alkaline phosphatases 
are increased, obstruction may well be present, but in widespread degeneratior. of 
the liver, alkaline phosphatase may also be markedly increased. 


Did I understand Dr. Parsons that he distinguished between the prognosis 
of papillary carcinomas and of ampullary carcinomas of the common duct? Dr. 
Klemperer, our pathologist, always insists that patients with papillary carcinoma 
of the common duct with many dark cells may survive a long time after cholecys- 
tojejunostomy, whereas ampullary carcinomas have more tendency to spread and 
patients with the latter disease survive only a short time. 


Dr. William Barclay Parsons:—It is quite obvious that the time allotted 
didn’t allow for a three- or four-hour discussion of all of the types of liver test that 
are available. All I wanted to point out from the standpoint of liver test is that 
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those we listed were the ones that we found to be the most convenient screening 
tests. In our experience, the alkaline phosphatase has been, of course, important 
when it was negative, but important also when it was positive in early cases. Now it 
is comparatively rarely that phosphatase rises as one of the earlier symptoms in 
intrahepatic disease, though it does. That is one of the difficult points in differential 
diagnosis. 

As far as Dr. Brunschwig’s case is concerned, we have not had a solitary fibro- 
sarcoma causing attacks of hypoglycemia. We have had, however, some cases of 
marked involvement of the liver by secondary involvement from elsewhere, not 
from the pancreas, in whom hypoglycemia was a feature. 

We recently had a case of metastatic carcinome of the liver from an islet cell 


<arcinoma of the pancreas, and a point jor discussion was brought up as to whether 


or not—that is, before the case had been cleared up diagnostically—whether these 
attacks of hypoglycemia were from carcinoma of the liver or from another source. 
With reference to the team, I think it might interest Dr. Snapper to know that 
the first team consisted of Dr. John Lockwood, the late John Lockwood, and myself. 
Of course, John Lockwood was a very extraordinary individual, an amazingly 
intelligent man with an excellent training in physiology, biochemistry, and every- 
thing else, so that he could have been a medical man. We very shortly added to our 
team Dr. Randall, one of our recent graduates, as a resident, who is now on the 
attending staff, who, by the way, built with his own hands the two flame photometers 
that we have in the metabolism ward on our surgical service; although he is a mem- 


ber of the “surgical union”, he perhaps could have joined one of the other unions, 


too. 
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SURGICAL MANAGEMENT OF DUODENAL ULCER* f ¢ 
RALPH COLP, M.D. 
New York, N. Y. 


In our experience, less than 15 per cent of the patients suffering from duodenal 
ulcer fail to respond either permanently or temporarily to effective medical treat- 
ment. Surgery is advised when the symptoms fail to respond to adequate medical 
management, when hemorrhages recur, when the pyloric stenosis becomes refractory 
to conservative therapy, and when an acuie perforation occurs. 

Our patients, especially those admitted to the Ward Surgical Service, average 
45 years of age, and have usually had symptoms for about twelve years. They have 
had at least one course, and usually several, of medical management. Physically 
many show the devitalizing physical effects of recurrent ulceration. Months and 
years of dieting, often inadequate in caloric and vitamin content, episodes of per- 
sistent vomiting incident to pyloric obstruction, cause metabolic disturbances result- 
ing ‘in inanition, avitaminosis, hypoproteinemia, dehydration with electrolytic im- 
balances, and often alkalosis. Severe hemorrhage or intermittent blood loss from a 
duodenal erosion or from an ulcer crater, may induce an acute or chronic anemia 
with its serious implications. These physical impairments and chemical alterations, 


TABLE I 
SumMarY oF Patuotocists’ Reports 
184 Cases Dvopenat Uxcer 


Active Ulcer or Fibrosis in specimen 
No Ulcer in specimen 


5 — Active 2nd Portion Reported 
15 — Healed Scar ) by 
Surgeon 


unless carefully corrected, mitigate against successful surgery. It is of paramount 
importance, therefore, to prepare patients for surgery if the mortality is to be kept 
low and if the postoperative morbidity is to be reduced to a minimum. In general, 
patients suffering from chronic ulcer require adequate hydration and restoration 
of electrolytic loss by the parenteral administration of saline prior to operation. 
Hypoproteinemia, if present, is corrected by the oral administration of a high protein 
diet supplemented by vitamins. If this is impractical because of pyloric stenosis, 
vitamins, blood and amino acids may be given intravenously to elevate the lowered 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastroenterological 
Association, New York, N. Y., 12, 13, 14 October 1950. 


+From the Surgical Service of The Mount Sinai Hospital. 

{This paper is an abbreviated edition of an article published in Surg., Gyn. & Obst. 91:306-310, 
(Sept.), 1956. 

Tables and statistics have been brought up to date until October 1950, that is 9 months which 
have elapsed since the original paper was submitted for pub‘ication. 
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serum proteins. For the past two years we have discontinued the use of pooled 
plasma because of the possibility of homologous serum jaundice. Patients with 
pyloric obstruction evidenced by marked gastric dilatation demand special atten- 
tion. Vomiting, resulting in the loss of chlorides in the gastric juice, is reflected in 
the lowered chloride content of the blood and the high carbon dioxide combining 
power. Intravenous saline in adequate amounts will usually correct the alkalosis. 
In addition, hot gastric lavages in most instances will relieve the pylorospasm and 
also allay the local inflammatory reaction to such a degree that eventually gastro- 
duodenal continuity is restored. If in spite of these conservative measures the 
pyloric stenosis is unrelieved, and alkalosis becomes increasingly severe, a pre- 
liminary jejunostomy for alimentation is indicated. Further corrective surgery may 
then be performed later when the physical condition of the patient is improved. 
The treatment of the bleeding duodenal ulcer requires special consideration 
and often critical surgical judgment as to the proper time when operation could be 
performed. We do not feel that severe hemorrhage in patients over 45 years of age 
is an absolute indication for emergency surgery within 48 hours. In approximately 


TABLE II 
SusroraL Gastrectomy FoR Duvopenat Utcer Operative Morratity 


Year Per cent 
1937 — 1940 10.0 
1940 — 1943 4.2 
1944 — 1949 1.9 


1946 — October 1, 1950 
300 consec. cases 0.0 


674 operations for duodenal ulcer, only 8 patients have been explored during the 
stage of acute massive hemorrhage. There were cases in which the bleeding appar- 
ently was constant and of such volume that the circulation was not maintained by 
transfusions of blood given in adequate amounts. While it is true that occasionally 
patients will die following conservative therapy, in our experience with bleeding 
duodenal ulcer the immediate results obtained by either starvation therapy or 
preferably the Muelengracht regime supplemented by the judicious administration 
of blood are better than those obtained by routine emergency surgery. Recently 
Lesnick has reviewed 180 cases of massive hemorrhage during a ten year period 
which were treated medically at The Mount Sinai Hospital. The mortality was 
about 4 per cent. While transfusion may effectively increase the red cell count, 
raise the percentage of hemoglobin, elevate the blood pressure, and eliminate pre- 
operative shock so that these patients may be explored, the dire effects of a prior 
tissue anoxemia predispose to serious and often fatal postoperative complications. 
From 1937 to 1943, we were inclined to operate upon cases of hemorrhage within a 
week or two after blood disappeared from the stools and the physical condition .of 
the patient appeared to warrant surgery. The resultant mortality was 12 per cent. 
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Since then we have become more conservative. Definitive surgery is now deferred 
until these patients have recovered from the physical effects of hemorrhage and have 
had the benefit of at least four to six weeks of controlled convalescent care. Opera- 
tion may then be performed with the minimal risk. 

There are many surgical procedures for chronic duodenal ulcer. The operation 
of choice in this clinic for the past 25 years has been subtotal gastrectomy of the 
Billroth II type. The mortality at present is minimal. By and large the follow-up 
results are excellent and most patients are restored to economic usefulness. At the 
present stage of our knowledge it still seems to be the best method of surgical 
attack, 

We feel that while the excision of the duodenal ulcer is highly desirable, it is 
not an essential part of the procedure as long as the pylorus is removed completely. 
In a series of 184 resected specimens, the pathologist reported an active ulcer or 
fibrosis present in 164 cases. In 20 specimens in which the surgeon reported an 


TABLE Ill 


253 Dvopenat Utcer Cases Treatep By Susrotat Gastrectomy WitH 
Anp WitHout VacoTtomy 


Follow-up Results—6 to 50 Months 
245 Cases 


Gastrectomy Gastrectomy-Vagotomy 


No. of | Per cent No. of Per cent 
Cases Cases 


Well 128 88 90 90 


Improved 10 7 


Unimproved 
(Jejunal ulcer) 7 


145 100 
- active ulcer the pathologist could find no lesion, in 5 cases a deep ulcer was present 
_ in the second portion of the duodenum, and a healed ulcer was found in 15 cases. ° 
| The removal of an ulcer may be extremely difficult. It may entail possible injury 
to pancreatic tissue or to the terminal portion of the common bile duct, two com- 
| plications which are productive of undesirable sequelae. With the complete side- 
| tracking of gastric contents, it is reasonable to suppose that any ulcer left in the 
blind stump of the duodenum, bathed in alkaline secretions of bile and pancreatic 
' juice, will heal completely and remain healed. This was evident in three cases of 
 gastrojejunal ulcer following a partial resection with prepyloric exclusion for a 
large penetrating duodenal ulcer with massive exudation. At the time of the second 
operation, the inflammation previously noted about the duodenum had completely 
disappeared. Furthermore, a study of a series of patients who were carefully fol- 
lowed after subtotal gastrectomy showed that jejunal ulcer was no more frequent 
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in patients in whom the ulcer was left in situ than in those in whom it was radically 
excised provided that the pylorus was completely removed. 

The mortality of subtotal gastrectomy for chronic duodenal ulcer has gradu- 
ally been reduced. During the first three years from 1937 to 1940, the operative 
mortality in all primary cases including bleeding and those previously perforated, 
was about 10 per cent. From 1940 to 1943, it dropped to 4.2 per cent. In the past 
six years, the operative mortality was 1.9 per cent. From January 1, 1946, to 
October 1, 1950, 300 consecutive cases of subtotal gastrectomy for duodenal ulcer 
were performed on the ward and private services of the senior surgeon, without 
mortality. The reduction in mortality may be ascribed to several factors: the post- 
ponement of operation in bleeding cases until they have adequately recovered from 
the effects of their hemorrhage, improved preoperative preparation, and improve- 
ments in the operative technic, especially as far as the closure of the duodenum is 
concerned. Undoubtedly the use of antibiotics has rendered pulmonary infections 
less severe and possibly has reduced the incidence of peritoneal infection. 

The follow-up of these patients reveals that the great majority are well. Some 
of the patients have been unable to gain weight. There have been instances of the 


TABLE IV 


GASTROENTEROSTOMY Pius INFRADIAPHRAGMATIC 
Vacotomy 1n 51 Cases 


| 


Predominant No. | Duration of | Results | No. | Duration of 
Symptom /| Cases} Symptoms Follow-up 


| 6to 58 months 


| | 


dumping syndrome which disappeared in most cases. The etiology of this distressing 
condition is still obscure and any treatment is usually ineffectual. These patients, 
fortunately few, face a miserable future but it must be remembered that the dump- 
ing syndrome may follow cases of gastroenterostomy and has been observed in 
patients who have had no gastric surgery. There is still a small percentage of cases 
in which the recurrence of pain and bleeding are indications of gastrojejunal ulcera- 
tion. This occurred in 9 per cent of one series followed from 5 to 10 years, but in 
only 3 per cent were the symptoms sufficiently severe to require further surgery. 
Some of the failures were undoubtedly due to inadequate resections, and others due 
to factors which up to the present remain unknown. All cases of gastrojejunal 
ulceration showed abundant quantity of free hydrochloric acid following gastric 
aspiration. It is now well recognized that gastrojejunal ulcers are not apt to develop 
in the presence of an anacidity, but only 55 per cent of the cases in which subtotal 


+ Ap 


it 


728 THE REVIEW OF GASTROENTEROLOGY 


gastrectomy was performed for duodenal ulcer gave evidence of an anacidity. This 
led Klein in 1929 to advocate left vagus section combined with partial gastrectomy 
for duodenal ulcer in an effort to further reduce the postoperative free hydrochloric 
acid. He felt that the partial elimination of the psychic phase of gastric secretion 
plus the elimination of the hormonal phase might produce a greater proportion 
of cases with achlorhydria. In 1938, Berg and Winkelstein reported their follow-up 
results with this combined procedure in 34 selected cases in which 26 developed an 
achlorhydria, 16 immediately and 10 subsequently. Since the early part of 1946, in 
an effort to diminish the incidence of gastrojejunal ulceration, bilateral infradia- 
phragmatic vagotomy has been combined with subtotal gastrectomy in a group of 
90 cases. We feel that this combined procedure is especially indicated in those 
patients in whom the preoperative acidity is excessively high and in those whose 


TABLE V 


Resutts 1x 21 Cases oF Uncompiicatep Dvopenat ULcer 
Treateo By Vacotomy ALONE 


No. Duration of 
Results Cases | follow-up 


} 
No. | Duration of 


| Well (motil- | 
Supradia- 20 Bleeding : ity disturb- 10 48 to 58 
phragmatic | ance in 6, months 
lasting 1 to 
15 mos.) 
Pain | Improved 5 to 57 
months 
| Motility dis- 
| turbances | 6 to 8 
| severe; re- months 
| operated 
| upon 
| Recurrent 5 2 to 36 
| ulcer* months 
Motility 
Infradia- Pain 20 years disturbances, 18 
phragmatic | severe; subse- | months 
quent gastro-) 
enterostomy | 


*4 re-operated upon in 2 to 23 menths: | required medical treatment 36 months. 


presenting symptoms are hemorrhage without pain, two categories of cases in 
which subsequent jejunal erosion and ulcer are apt to occur. We have compared 
this series with a similar group of patients in which a subtotal gastrectomy without 
vagotomy was performed. The addition of infradiaphragmatic vagotomy has not 
added to the mortality but it has added to the immediate postoperative morbidity. 
The reaction to operation was somewhat more severe and pulmonary complications 
were more frequent. While gastric atony is a serious and common complication when 
vagotomy is employed as a solitary procedure, its effects are minimal when division 
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of the vagus nerves is performed simultaneously with subtotal gastrectomy. Post- 
operative gastric retention and vomiting were infrequent and mild. Severe diarrhea 
was not seen and mild diarrhea occurred with the same frequency in the two 
groups during the early postoperative period. Subsequent loose bowel movements 
were more common in the subtotal gastrectomy-vagotomy group. Abdominal disten- 
tion was not frequent in either series and could not in any way be attributed to the 
vagotomy. Substernal pains after infradiaphragmatic vagotomy which occurred in 
four of the cases were never disabling or prolonged. Acid secretion studies indicate 
that this combined procedure favors the production of an achlorhydria. Follow-up 
studies have revealed that the differences of symptomatology in the two groups 
were not significant. It is far too early to draw any definite conclusions regarding 
the ultimate recurrence rate of jejunal ulcer in either group, but at the present 
writing there have been seven cases in the subtotal gastrectomy group and none in 
the subtotal gastrectomy-vagotomy group (Table III). 

Unfortunately, a subtotal gastrectomy cannot be done in all patients. It is 
contraindicated in those whose general poor condition does not respond adequately 
to preoperative supportive treatment, those who are extremely obese, many who 
are past the age of 65, those who are afflicted with advanced cardiac disease, chronic 
nephritis with hypertension, or severe diabetes. In those patients, that is, in about 
20 per cent of the cases who came to operation we have performed a gastroen- 
terostomy. It is agreed that gastroenterostomy invariably heals a duodenal ulcer. 
The unfortunate complication of this simple procedure is a high incidence of 
gastrojejunal ulcer which has been reported as occurring in from 15 to 30 per cent 
of the cases. Since 1946, we have always performed a complementary infradia- 
phragmatic vagotomy in all casés where a gastroenterostomy had to be done. 
Among the 51 cases of combined vagotomy and gastroenterostomy there were 
three deaths which however were in no way attributable to the vagotomy. ‘The 
effects of postoperative atony were not as marked as in those in whom vagotomy 
was done as a sole procedure. The difficulty lasted for a short period of time. Per- 
haps careful follow-up studies of these combined procedures over the next five or 
ten years may show a definite reduction in the incidence of gastrojejunal ulceration 
following gastroenterostomy. 

Following the publications of Dragstedt and Owen in 1943, advocating com- 
plete vagotomy in the therapy of peptic ulcer, we performed this procedure in a 
limited number of cases. There is no doubt that severance of the vagus nerves of 
the stomach produces changes which promote the healing of the ulcer and possibly 
prevents recurrence in the majority of the cases. Table V shows the results of 21 
cases of vagotomy alone fer duodenal ulcer. All these patients were treated post- 
operatively in the approved manner. They were immediately relieved of pain. 
However, the follow-up results in many were not satisfactory. The incidence of 
gastric atony, foul belching and vomiting, and recurrence of ulcer may be seen in 
the following table. Moreover, there appears to be little correlation between the 
clinical results obtained and the completeness of vagotomy as indicated by the 
insulin test. Our results have convinced us that severance of the vagus nerves as a 
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sole procedure cannot be offered to patients as a reliable therapeutic measure. We 
have, therefore, discontinued its use. 


Discussion 


Dr. O. H. Wangensteen:—Dr. Colp has given us a very comprehensive discus- 
sion of a very live and interesting subject. As he has intimated, the chief cause of 
death in ulcer is hemorrhage. Since the days of antibiotics, perforation, when prop- 
erly treated, has commanded a relatively low mortality. 


It is interesting, however, that of the common surgical entities, which confront 
us frequently as emergencies, such as appendicitis, bowel obstruction and ulcer— 
ulcer is one of the few in which there has yet been no noticeable reduction in mor- 
tality as reflected in our vital statistics. It is possible that this means that not 
enough patients with ulcer are operated upon. Obviously, too many patients die of 
hemorrhage, the complication which is the largest single factor in the mortality of 


ulcer. 

One could spend much time discussing various aspects of this interesting sub- 
ject. I read a few years ago in the Acta Medica Scandinavia an article by Krarup, 
an associate of Meulengracht, who said they had been veering away from the 
Meulengracht diet pretty much in the treatment of hemorrhage from ulcer at the 
hospital in Copenhagen. One of my associates, Dr. George E. Moore, was there 
recently and he tells me that they are operating upon many more patients there 
than they used to do years ago, performing gastric resections. I agree fully with 
what was said by the essayist, Dr. Colp, on this subject: it is a very difficult time to 
be dealing with a patient when he is having severe hemorrhage. It is about like 
dealing with a drowning man and giving him a swimming lesson before you get 
him to shore. If you could possibly do it in two sessions, it would obviously be a 
lot better but sometimes you have no alternative. 

It would be helpful in our orientation if Dr. Colp could have told us from the 
experience of The Mount Sinai Hospital how many patients died of hemorrhage 
without the benefit of operation. 

I suppose most surgeons throughout the country, save Dr. Dragstedt, would 
agree with what Dr. Colp said about vagotomy. Vagotomy, as Dr. Dragstedt has 
pointed out does reduce the amount of secretion, but the stomach still remains 
responsive to stimuli which augment the secretion of hydrochloric acid, even after 
vagotomy. 

There is one thing in particular in which my associates and I have been 
interested: that is the length of the afferent loop in the Billroth II operation. Dr. 
Colp speaks of using a loop six inches, (15 cm.) beyond the ligament of Treitz, 
and doing an antecolic anastomosis. We regularly do a retrocolic anastomosis, 
cutting the ligament of Treitz, making an anastomosis, at or proximal to it. It is not 
too difficult even in the very adipose patient if you work at it a bit. With a 
termino-lateral anastomosis of the Hofmeister pattern, it is easy to get a segment 
long enough to make an anastomosis, and the end results of the operation, as 
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operations go, are good; yet, the perfect operation for peptic ulcer certainly has not 
been devised. 

Dr. Colp alluded to some of the things which hedge about the problem. I 
think in our aréa, the surgeons are more critical than the internists over what con- 
stitutes a satisfactory operative result. It is good to have understanding colleagues 
who are satisfied with a result, far short of perfection. The internist is probably 
delighted to see his patient rid of the ulcer diathesis; but we surgeons are interested 
in trying to rehabilitate the patient in every way. It is distressing to note that many 
of these patients remain thin; that there are several foods, like milk frequently, 
which they insist they can no longer take. In any case, the perfect operation for 
ulcer has not been found. Moreover, we need simpler ways of dealing with the 
problem of ulcer. 

I should like in this connection to show two lantern slides. Dr. Colp, I have 
been doing a new kind of operation for an ulcer. 1 am unconventional enough to 
believe that good as the Billroth I and II operations are, maybe they are not the 
final answer; in other words, we know that we all do what is easiest, and we are 
all very imitative. If one were to take the surgical problem of ulcer to a physiolo- 
gist, versed in the behavior of the stomach, but knowing nothing about what 
surgeons do for ulcer—if you or | were to ask him what to do, he might say, “Well, 
why not take out the acid-secreting area? Why take out the effectuator or antral 
segment? Isn’t it the responsive or acid-secreting area you want to remove?” 

Obviously, if you leave 20 to 25 per cent of the acid-secreting area, as is con- 
ventionally done in the Billroth I or II operation, and leave the antrum, the 
patient is bound to have recurrent trouble. We have all learned that. 

Employing a median sternotomy incision, one obtains ready access to the 
attic of the abdomen. This is in effect the old sleeve resection of Payr of Leipzig 
which has since been abandoned universally. For one thing, the surgeons who 
employed sleeve resection 35 to 40 years ago for ulcer, removed only 25 to 40 per 
cent of the acid-secreting area. | remove 90 to 95 per cent. Moreover, they did not 
provide a satisfactory gastric outlet. They forgot that when you divide the stomach, 
the distal segment is vagotomized and the tone of the pyloric sphincter interferes 
with the emptying of the atonic, vagotomized antral segment. 


In my first four patients, anticipating they would have some trouble on this 
score, I did an extramucosal myotomy of the pyloric sphincter. I have come to make 
a long, lineal slit through the sphincter extending it well into the antrum as well as 
the duodenum. It is then sutured up transversely after the manner of the Judd 
pyloroplasty. One of the advamtages of this method, as you can see, is that the 
patient has a residual gastric pouch. I do not believe there is an ulcer conditidn in 
the duodenum in which you cannot make a bold incision three or four inches in 
length and close it up transversely. The only contraindication to its performance 
is an antral or prepyloric ulcer. 


Moreover, it has been very gratifying to note how a very difficult duodenal 
ulcer can be dealt with easily by this method. It is not necessary to remove the 
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ulcer to cure the patient. If you rid the patient of his ulcer diathesis, the ulcer 
disappears. 

Now, the histamine in beeswax technic has been a very useful tool to explore 
the conjectured value of any suggested operation for ulcer. If we can jump any 
projected operation for ulcer over this hurdle (histamine in beeswax), without 
provoking ulcer in the dogs, we know we have found an operation which will 
protect against recurrent ulcer in man. The operation I have just described protects 
against the histamine provoked ulcer in dogs. Moreover, I have now done the 
operation in about 30 patients. I had hoped the operation would not be followed by 
the “dumping syndrome”. I have seen patients with the dumping syndrome after 
this operation, but I do have the impression that weight loss is not so prominent in 
this group of patients as after the conventional Billroth I or II operations. Whether 
this procedure will come to supersede the Billroth operation for ulcer, I cannot yet 
say. I believe it may. 

Dr. I. Snapper:—Dr. Colp has said, if I understood well, that conservative 
treatment leads to 4 per cent mortality in gastric hemorrhage. The classical figure 
for the fatality of gastric hemorrhages treated in a conservative way was always 
only 2 per cent of mortality. Why do we have a higher mortality nowadays than 
we had twenty years. ago? 

When about 1890 von Leube first devised milk treatment for an ulcer of the 
stomach, and when he introduced starvation for the treatment of gastric hemor- 
rhage, the mortality went down to 2 per cent. About 1905 Lenhartz found that a 
certain part of the 2 per cent of patients who continued to bleed under starvation 
did better when they were fed. He then devised the Lenhartz diet for the treat- 
ment of gastric hemorrhage which is similar to the Meulengracht diet of today. 

It is true that some patients who do badly on starvation diet improve when a 
Lenhartz or a Meulengracht diet is given. It is just as true that some patients who 
do badly on such a liberal diet improve on starvation! Nowadays patients with a 
gastric hemorrhage are only treated with a Meulengracht diet. It should be realized 
that certain patients with gastric hemorrhage do better on Meulengracht diet than 
on milk, but other patients do better on milk than on a Meulengracht diet! Thus 
it is necessary to change the treatment of a patient with a gastric hemorrhage who 
does not do well on a Meulengracht diet and put him on a starvation diet. If we 
were not so rigid in our conceptions, if we would recognize that in different patients 
different diets may be indicated then the results of conservative treatment of gastric 
hemorrhage could still improve. 
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WHEN SHOULD GASTROSCOPY BE EMPLOYED?* 
HARRY BAROWSKY, M.D. 
New York, N. Y. 


One cannot help but approach this platform with some trepidation in the 
realization that he is exposing himself to two outstanding clinicians with the 
unusual capacities of Dr. Snapper and Dr. Wangensteen. However, my subject 


is limited to a technical procedure and it would be interesting to hear their 
reaction to this topic. 


Gastroscopic examinations are done routinely in a great many institutions, 
and in private practice. The object of this presentation is to clarify in the minds 
of the physician when to do the procedure and when not to do it. 


The valuable contribution which this type of examination has made is 
largely due to the development of the flexible gastroscope. However, it must be 
emphasized that other types of gastroscopic instruments still have some value. 
Gastroscopy as it is employed today may be divided into three categories; the 
first is the popular use of the flexible gastroscope; the second is the rigid open 
tube variety, which still has some usefulness; and the third is the retrograde 
instrument which is used in very limited cases, in patients with gastrostomies. 

The flexible gastroscope has by far made the greatest contribution in 


the evaluation of gastric pathology; however, it still should be considered only 
as a useful adjunctive procedure. 


This type of examination of the stomach does not in any way replace the 
standard methods of diagnosis. They should include a routine careful history, 
physical examination, x-ray diagnosis, gastric analysis, and any other type of 
laboratory test that may be necessary. 

In most instances a diagnosis is made by these methods alone; however 
in some cases these procedures will fall short of establishing the underlying path- 
ology. It is in such patients that gastroscopy should be employed. The indications 
for this procedure may be divided into three major groups: 

(1) Where routine studies fail to reveal a positive diagnosis of gastric disease; 

(2) As a supplementary aid to x-ray diagnosis; 

(3) To follow the course of certain benign conditions which may become 
malignant. 


We will now discuss the first major indication. 


When routine studies fail to reveal any diagnosis in patients complaining 
of the following: 


First are the individuals with epigastric pain. In these cases there is a 
strong tendency to relegate the patient to the functional dyspepsia group. How- 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastroenterological 


Association, New York, N. Y., 12, 13, 14 October 1950. 
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ever, in a good many such instances, gastroscopy may reveal chronic gastritis 
and occasionally small gastric tumors, ulcers, or posterior wall pathology. 

Second is that group of patients who present themselves for the first time 
with hematemesis. Here gastroscopy may find a small ulcer, tumor, or diffuse 
bleeding from the mucous membrance, the latter condition is occasionally seen 
in some types of gastritis or blood dyscrasias. 

Third is a group with a malignant syndrome. The patient has anorexia, 
asthenia and weight loss. Gastroscopically, a shallow malignant lesion such as 
lymphosarcoma may be found. 


In analyzing 422 cases (Table 1), where routine gastrointestinal examination 
has failed to make a diagnosis, the majority, 372 patients, had epigastric pain. 
A large percentage of these had chronic gastritis, six had peptic ulcers, and 
four had polyps. 

TABLE I 
Gastroscopic Finpincs 1n Patients WHERE 
Strupies Fartep To Reveat a D1acGnosis 


Types of Gastritis 


Atrophic 
Superficial 
Findings 
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Gastritis 
| Hypertrophic 


Normals 
Gastritis 


N 
St 
N 
No. 


86 59 6 Peptic Ulcers 
4 Polyps 


Bleeding Ulcer 
1 Benign Tumor 
1 Small Ca 


Epigastric pain 


Hematemesis 


1 Lymphosarcoma 
1 Ca Posterior wall 


Malignant syndrome 


mon than the established incidence. Frequently we observe gastroscopically 
shallow, small ulcers or posterior wall ulcers which the x-ray cannot possibly 
demonstrate. 

In the second group, of 28 having hematemesis, we found a bleeding ulcer, 
benign polyp, and one small carcinoma. It is unusual for the latter to bleed. 

In the third group, consisting of 22 cases with a malignant syndrome, one 
lymphosarcoma and one carcinoma of the posterior wall, was demonstrated. 

The second major indication for gastroscopy is as a supplementary aid to 
x-ray diagnosis. Occasions arise where x-ray interpretation of the stomach lesions 
may need further corroboration. Although in the majority of instances x-ray 
diagnosis is fairly accurate, it must be stressed that situations arise when roentgen 
interpretation is difficult, indefinite, and at times erroneous. 
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Table II is an analysis of 5,018 cases where equivocal x-ray findings were 
made. This series was gathered over a period of fifteen years at New York 
Medical College, Flower, Fifth Avenue and Metropolitan Hospitals. 


Most requests for gastroscopy are made where the roentgenologist and 
clinician are not satisfied with the x-ray diagnosis of antral narrowing and 
irregularity. Certain benign conditions may simulate neoplasm. They are antral 
gastritis, spasm, extrinsic pressure, rarely syphilis, and tuberculosis. 


A common request frequently made of the gastroscopist is to designate 
whether a gastric ulcer is benign or malignant. Occasionally this is extremely 
difficult, since it has been demonstrated that a peptic ulcer may have all the 
morphologic characteristics of being benign to the roentgenologist, to the gastro- 
scopist, to the surgeon and even to the pathologist on gross inspection. It is only 
on serial section that a diagnosis of malignancy is finally made. 


TABLE II 
Gastroscopy As An To X-ray D1acnosis 

An analysis of 5018 cases where requests for corroboration of x-ray findings were made. 
Antral Narrowing and Irregularity 

Conditions found were neoplasms, antral gastritis, spasm, extrinsic pressure, syphilis and T.B. 
Gastric Ulcer 

To establish whether it was benign or malignant. 

To confirm its presence or absence. 

Defects in the Body of the. Stomach 

Conditions found were neoplasm, hypertrophic gastritis, Hodgkin’s, Boeck’s sarcoid, a 
redundant mucosa, extrinsic pressure and bezoar. 

Defects of the Fundus 
To confirm the presence or absence of neoplasm. 

Pyloric Obstruction 
To establish whether the etiology was benign or malignant. 

Miscellaneous 
To distinguish between instrinsic lesions and extrinsic pressure, spasm, etc. 


Frequently the gastroscopist is consulted for a diagnosis in those patients 
presenting themselves with a questionable marginal ulcer. There it is chiefly 
to confirm its presence or absence. At times it is only suspected from the 
patient’s symptomatology. 


Another large group which require endoscopic study are those patients with 
a defect in the body of the stomach. There the major problem is one of distin- 
guishing neoplasm from hypertrophic gastritis, especially of an ulcerative type. 
Serious mistakes can be made, and the patient may be subjected to unnecessary 
surgery. Other conditions which may be mistaken for cancer are Hodgkin’s 
Boeck’s sarcoid, perigastric adhesions, imbedded foreign body and redundant 
mucosa. 

Another problem with which we are commonly faced is the clarification of 
a defect of the fundus of the stomach to confirm or negate a diagnosis of neo- 
plasm. We all know how difficult it is to evaluate irregularities of the fundus. 
Extrinsic pressures of the splenic flexure of the colon and spleen at times compli- 
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cate matters and it is not easy to make an early diagnosis. With the advent of 
the Chamberlain gastroscope greater visualization of the fundus has been attained. 
By flexing the tip of the instrument we were able to overcome this blind spot 
commonly encountered with a standard instrument. 

Then there is the pyloric obstruction problem. Occasionally etiology of 
pyloric obstruction is not definite. In most instances in this condition the stomach 
is markedly dilated. The barium sinks to the most dependent portion of the 
stomach and the prepyloric area is usually not well filled out. In the majority 
of instances the obstruction is due to benign ulcer. Occasionally however, it 
may be due to neoplasm. 

There are several miscellaneous conditions which may require further study. 
They are spasm, extrinsic pressure and bezoar. Occasionally an erroneous 
diagnosis of carcinoma is made in these conditions. 

The third major indication for gastroscopy is to follow the course of certain 
benign conditions which may become malignant. They are benign tumors, polyps, 
gastric ulcers, chronic gastritis, especially the atrophic variety, and patients with 
pernicious anemia. Repeated examinations are indicated to determine whether 
healing has taken place, and to be on guard for possible malignant degeneration. 

We still have need of the open-tube gastroscope. This is a straight metal 
instrument which does not differ very much from that which was used 
by the pioneers of gastroscopy. It fulfills a definite need. The popular types 
are the Janeway and Jackson instruments. They are similar in structure to 
the esophagoscope. 

The indications for the use of the open-tube gastroscope are the following: 

(1) The removal of foreign bodies. When the foreign object is too large 
to pass through the pylorus, and it is not toxic or able to cause perforation, a 
waiting period of a few weeks is considered safe. Otherwise it should be 
removed immediately. 

(2) For obtaining biopsies especially at the cardia. This is not possible 
to achieve with the flexible gastroscope having a biopsy forceps. There we have 
side vision and approach to the cardia must be one where we have direct 
end vision. 

(3) The third indication for the rigid instrument is in supradiaphragmatic 
stomach. If pathology is suspected in this area, the open tube gastroscope should 
be employed. In this instance distention is not sufficient to obtain a satisfactory 
vision with the side view of a flexible instrument. 

Concerning the use of the retrograde gastroscope, the chief indication for 
the use of this instrument is for palliative treatment of advanced gastric neo- 
plasm, for which a gastrostomy has been performed. This is especially true for 
lesions of the cardia. 

The therapy is carried out by insertion in the tumor of radon seeds by 
means of a gold radon seed carrier. In addition, biopsies of the interior of the 
stomach can easily be .obtained by the use of biopsy forceps, and furthermore, 
the progress of the disease can be observed. 
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The contraindjcations for this procedure fall into four major groups. Since 
the technical difficulties and hazard, have been practically eliminated, the contra- 
indications for gastroscopy are almost identical with those of passing an ordinary 
Ewald tube. The history, physical examination, as well as fluoroscopic study of 
the esophagus and mediastinum usually will determine the contraindications. 
The four are: 


(1) Lesions within or about the esophagus which will produce narrowing 
and obstruction of the lumen. They are: tumor, stricture or diverticula of the 
esophagus. Extrinsic tumor or aneurysm of the aorta displacing the esophagus, 
and esophageal varices. 


(2) The second group of contraindications are found in those patients 
with advanced vascular disease, advanced cardiac failure, coronary disease, and 
marked hypertension. 

(3) Precaution should be taken in cases with marked debilitating diseases. 
The added strain of the procedure may prove harmful in advanced pulmonary 
disease, in febrile patients and if peritonitis is present. 

(4) Caution should be used in the following miscellaneous group. In patients 
with kyphoscoliosis, it is strictly a technical problem of getting the instrument 
into the patient. Epilepsy presents another hazard. 

I have seen two epileptics go into a seizure during the procedure, and one 
actually bit the rubberized portion of the instrument in half. Another contra- 
indication is jaundice. If the patient has a prolonged bleeding time, trauma 
produced by the gastroscope may cause a fatal hemorrhage. 

Dr. I. Snapper:—Since physical examination consists not only of palpation, 
percussion, and auscultation, but also of inspection, gastroscopy is a completely 
logical and exceedingly important procedure. Nevertheless, gastroscopy as done 
with a flexible instrument, through which no biopsy is possible, has to be com- 
pared with sigmoidoscopy without biopsy. Thus gastroscopy through a flexible 
instrument, important as it may be in many instances, is still a defective method. 

Dr. Barowsky has already mentioned that the biopsy can be done through 
a straight instrument. At the time the straight instruments were abandoned for 
the flexible instruments, it was because we were afraid of perforations. If I under- 
stand correctly, then, gastroscopy with a straight instrument can be compared to 
an esophagoscopy with a small esophagoscope. 

Even, in the very best hands, in and outside of New York, perforation of 
the esophagus still occurs occasionally—in about 2 per cent—of all cases of 
esophagoscopy. This is not of so much importance anymore since we have anti- 
biotics but is still an undesirable complication. If now we return to the use of 
straight instruments for gastroscopy the question of perforation comes up again. 

Be that as it may, it is evident that gastroscopy is an important method. 
Yesterday Dr. Rappaport recommended liver puncture and he stressed that it 
was not as disagreeable as gastroscopy. In this connection it may be of some 
importance to state that liver biopsy is still an unpleasant procedure! 
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Dr. Harry Barowsky:—The use of the rigid instrument is rarely employed 
now. How often do we have a foreign body in the stomach and how often do we 
need a biopsy for a tumor mass that is self-evident? However there has been 
developed a gastroscope with a biopsy forceps, and we use it occasionally where 
it is indicated. 

In this limited discussion, I could not very well discuss the progress made 
in the development of the mechanics instrument. Dr. Berry in a future lecture 
will tell you something about the newer gastroscopic development. 

Using the flexible instrument we did over six thousand examinations and 
did not have any fatality. The procedure is relatively safe and not as hazardous 
as taking a liver biopsy. Of course, the criteria of having a well trained clinician 
must be observed. If the technician is good, then the procedure is simple, whether 
it is gastroscopy, cystoscopy or some other endoscopy. 
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DECEPTIVE ASPECTS OF HISTORY-TAKING— 
ILLUSTRATIVE CASES 


MEYER GOLOB, M.D. 
New York, N. Y. 


‘The good old adage has it that “those who do not remember the past are cor- 
demned to repeat”. The present paper is written in this vein. The writer recalls a 
terse, expressive statement made by the great surgeon Maurice Richardson of 
Boston: “Seventy to 80 per cent of diagnoses may be made from history alone, and 
if you cannot, go over the history.” In the same vein, Lord Moynihan of England 
stated, regarding early diagnosis in gastric carcinoma, that the task of early diag- 
nosis is the concern of the historian and symptomatologist. The words of wisdom 
that the above men expressed so succinctly verily deserve to be emphasized and 
analyzed. However, despite caution and concern on the part of the physician to 
achieve accuracy in taking a history, deception stealthily creeps in, and occurs in 
sufficient numbers of cases to be worthy of consideration. The cases wherein de- 
ception plays a large part in diagnostic omissions or commissions are those which 
present themselves for a so-called “check-up”, particularly in the private practice of 
medicine. 


The concept of a “check-up” held by a vast number of patients can be em- 
braced by the all-inclusive terms stethoscopy, urine analysis, and a “blood test”. 
Siphoning information from some patients is as hard as unweaving a tangled tapes- 
try, but of course must not be avoided. The internist’s concept of a check-up em- 
braces three essentials, i.e. history, physical examination, and laboratory aids. The 
geometric axiom that the whole is greater than any of its component parts is also 
applicable to the science of diagnosis; in the triad approach, like a three-legged 
table, each leg is equally important. The concept of the check-up as entertained by 
the average patient must be radically changed through education. The focus of at- 
tention must be made on the personality characteristics of the patient rather than 
the disease he harbors. In discerning this with subtlety in the approach to obtaining 
an accurate history, the first hurdle is crossed. Patients who call for a periodic 
health check-up are relatively asymptomatic. They may however harbor malig- 
nancy in a presymptomatic phase. It would, therefore, be expedient to emphasize 
the value of a search for a malady in the absence of symptoms which might betray its 
presence. This calls for a penetrating inquiry, which is very strongly resented by a 
symptom-free patient. It is apparent that history-taking is a difficult task, but one 
which is highly remunerative in end results. On the other hand, a vague, attenuated 
history followed by the conventional examination is readily accepted by most pa- 
tients as a “comprehensive check-up”. The following two cases illustrate the chances 
of missing a diagnosis with the above approaches, while the remaining cases provide 
further illustrations of deceptions occurring in history-taking. 
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Case 1:—Male, age 73, came in for a “check-up” only because he was “not 
fond of wearing suspenders, and the belt no longer serves the purpose’. It was all 
too evident that he had lost weight. This patient did not volunteer information, but 
resisted inquiry and questioned the “sense” of interrogation. Grudgingly, however, 
he admitted having been attended by his family physician, who had treated him 
parenterally for a “large liver” for the past four months—from the time of onset 
and beginning of progressive weight loss. The patient stressed of his own accord 
that he had “never had a doctor attending him for sickness until the end of May, 
1946—that he could swallow bones”, presumably meaning with impunity. Asthenia 
and anorexia could only be inferred, as symptoms were ill-defined in this patient. 
Among other non-flattering habits, the patient freely admitted to beer-imbibition 
from early youth. Physical findings were: asensitive, asthenic, and marked loss of 
weight; cervical adenopathy was not found, and chest viscera were negative to 
percussion and auscultation. Chest fluoroscopy: no departure from his normal ex- 
cept for a marked elevation of the left diaphragm on the cardiac shadow. Abdominal 
palpatory findings were non-revealing, except for gross weight loss. Liver edge was 
found at the costal margin. Rectal digital examination revealed a spacious ampulla 
recti; permeation type of metastasis was not found. Withdrawn finger was tinged 
with dark stool, which was found intensely positive for occult blood. This test 
repeated under food control, made directly after digital examination, was intensely 
positive for occult blood. Gastric analysis yielded acid values of malignant achylia. 
Wolf-Junghans test for dissolved albumin showed albumin up to and including the 
fourth dilution. 

Combined roentgenoscopy and roentgenography of the gastrointestinal tract: no 
delay at the cardia, but the left diaphragm was significantly elevated, encroached 
upon by the cardiac region, and the gas bubble was obliterated. The barium-filled 
stomach revealed no defect subtracting from the marginal silhouette. Absence of 
peristalsis, rapid gastric clearance and a smoothly-filled bulbus duodeni with good 
retentive quality were outstanding features. 

Operative findings (Dr. C. G. Hyed, Post Graduate Hospital, New York 
City):—“. .. a neoplasm of the stomach and the esophagus on the lesser curvature 
and posterior gastric wall. The neoplasm apparently arises from a broad sessile 
ulcer of the cardiac end of the stomach’s lesser curvature and extends from an an- 
terior into a posterior localization. On lifting the stomach up there appears to be 
a broad papillomatous base extending into the stomach. 

“After J. I. was operated upon, we aspirated his stomach and got considerable 
debris out of it. That was sedimented, and examined, and the pathological report is 
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‘adenocarcinoma’. 
Comment :—Dysphagia as a symptom inquired into was not elicited. Injection 
therapy by his family physician for a period of several months, on the basis of 
beer-imbibition “all his life”, rendered the patient’s malady non-resectable despite 
the fact that there was “no evidence of metastases in the liver or pelvis”. 
Case 2:—Male, age 62, was “urged” by his wife to come in for a “check-up”. 
The patient volunteered no symptoms referable to his digestive system, and none 
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was elicited on inquiry. He remarked, conveying resentment, that he had been 
checked-up and found “satisfactory”. What really drew the attention of his observ- 
ing wife was that for the past two or more months she had noted a diminution in 
his food intake and she thought that a more thorough “going over” was in order. 
Physically, findings were essentially negative. Weight loss was unremarkable. Gas- 
tric analysis yielded evidence of anacidity. Roentgenologically non-debatable cri- 
teria of linitis plastica were evident. Operative findings: “Inoperable carcinoma 
with metastasis”. 

Comment :—This case illustrated the marked silence of an advanced gastric 
carcinoma resident in a complacent, non-complaining personality. It was incum- 
bent upon the physician to think for the patient. If the history and physical exami- 
nation were unrevealing, such simple laboratory procedures as gastric analysis and 
search for occult blood in feces might have been the pathfinders when the patient 
first presented himself for a “conventional check-up”. It must be realized that many 
diseases advance faster and earlier than their clinically detectable signs and symp- 
toms. The absence must be accounted for. 

Case 3:—Female, age 64, diagnosed pernicious anemia on the basis of benign 
achylia gastrica and hyperchromic, macrocytic, pernicious anemia-like picture. This 
was considered to be supported by the refractoriness of the stomach to histamine in- 
jection. The conventional therapy for Addisonian pernicious anemia was therefore 
administered to the patient for a period as long as eight months. At this time the 
dyspeptic clinical picture of right colon sector carcinoma was palpably and roent- 
genologically confirmed. A hopeless case was turned over to penultimate surgery. 

Case 4:—Male, age 63, history revolved around “chronic alcoholism”. He had 
intermittent attacks of diarrhea of recent onset (note change of habit) which 
brought him to his physician for a “check-up”. The liver was found enlarged and 
“parenteral therapy” for cirrhosis of the liver was administered to him for a period 
of five months. At time of examination in the writer’s office, a digital examination 
disclosed an obstructive, profusely-bleeding carcinoma at the sigmoid juncture. 
Operative findings: wide metastases. Colostomy performed. 

Comment :—Cases 3 and 4 illustrate a dismal failure to resort to differential 
diagnosis. It became apparent that a snap-diagnosis approach guided the clinician 


in these two cases, with marked procrastination and uncalled for human suffering. @ 


Pernicious anemia with deceptive components in one and chronic alcoholism in the 


other: a type of diagnosis predominantly frequent in isolated private practice of | 


medicine. The findings of achlorhydria from a private laboratory and a pernicious 
anemia-like picture lulled the clinician into a false sense of security in the one case 
and the history of chronic alcoholism led to a terminal phase of malignancy in the 
other. Had these two cases been labelled “diagnosis deferred” and a comprehensive 
series of laboratory aids been marshalled to obviate the unwarranted diagnoses, 
had there been a knowledge of what procedures to order and the physical findings 
then been correlated with the laboratory aids, the laboratory tests would not only 
have served but would have mastered the diagnoses. 
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Case 5:—Male, age 53, called on his old family physician for a “check-up”. 
Exposure of chest wall to a stethoscopic approach did not impress the patient very 
much. Dissatisfied with a “too light going over” in the examination, he called upon 
a young physician. Enthused with the laboratory procedures the doctor had in- 
dulged in so much during his residency and learned to appreciate as aids to clinical 
medicine, the patient was persuaded to submit to an all-embracing examination, in- 
cluding a roentgenological survey of the gastrointestinal tract. A timely diagnosis was 
made of a prepyloric lesion. Operative findings: “Adenocarcinoma, grade II, no 
metastasis found.” 


Comment :—This case, asymptomatic, called for a check-up on his own initia- 
tive. To one doctor, the examination administered appeared sufficient. The other 
physician examined the patient penetratingly (obtaining information on inquiry), 
and a lesion that was symptomatically silent was discovered. It is obvious that a 
routine examination was well rewarded. Since gastroenterology can rightly be con- 
sidered a pleomorphic specialty, there is no monopoly on the gastroenteric tract, 
and simple routine tests should therefore be carried out by every physician who is 
concerned with the early detection of this tragic malady of carcinoma. 


Case 6:—Male, age 64, “requested a check-up”. Since the clinical features were 
uninformative and the physical findings unremarkable, the writer requested a rou- 
tine search. Gastric analysis was described frankly to the inquisitive patient. He 
rebelled and questioned the “necessity” of any tests, claiming, “I feel all right”. 
After defining the current usage of the word “check-up”, the writer received the 
patient’s acquiescence to submit to a thorough investigation. 


Preliminary tests yielded the following: Sedimentation of erythrocytes was ele- 
vated: 60 minutes, 34 mm.; R.B.C.—4,500,000; hemoglobin—68 per cent. Gastric 
analysis: malignant achylia; feces under food control: occult blood positive; X-ray 
survey: prepyloric narrowing. Operative findings: “Adenocarcinoma”. 

Case 7:—Female, age 47, twice a divorcee, replete with disappointment, toiling 
for a living. She recited a history referable to her digestive symptoms of many years. 
These symptoms had become accentuated since September, 1949—a long chronicity 
with a short history of accentuation. She complained of pyrosis and a “queer feeling” 
in the epigastrium. Heart-burn responded to alkalis in which she indulged. She was 
frequently awakened from sleep because of pain in the hypogastrium. She repeat- 
edly stressed left abdominal pain accompanied by a pushing sensation towards the 
urinary bladder. These symptoms were of sufficient degree to interrupt food in- 
gestion; when she belched, she resumed her meal. 

On inquiry, a bowel syndrome might be inferred; but change of habit was not 
well defined. She recalled the passage of a very dark stool with no attendant symp- 
toms. Her appetite was not significantly impaired. Two months ago she weighed 138 
pounds, and now weighed 134 pounds. Review of systems was unrevealing. 

Physical examination:—Findings were essentially negative. 

This history, against a background of a home life replete with emotional upsets 
sustained by all members of the family, presented to the clinical eye an anxiety 
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neurosis personality which soon proved deceptive, for an inoperable lesion was lurk- 
ing in the background. Without a day’s delay, a routine course of laboratory ex- 
aminations was begun. Feces after three meatless days: occult blood intensely 
positive. Continued under food control for seven days: intensely positive. Complete 
blood count: unremarkable; sedimentation yielded 50 mm. in one hour. Gastric 
analysis showed values bordering on achylia gastrica and occult blood was intensely 
positive. Combined roentgenoscopy and roentgenography showed the vertical por- 
tion of the stomach without a peristaltic wave, below which a marked irregularity 
of the mid-portion of the greater curvature was brought into view, with active 
peristalsis in the prepyloric region. Pylorus functioned normally. Rapid gastric 
clearance was contrasted with a five-hour linear residue, with finger print defects 
in the region of greater curvature. 

Comment :—The clinical history, however vague and well-veneered with an 
anxiety neurosis, was translated in terms of the gastric chemistry, accelerated 
erythrocyte count, repeated positive occult blood in the feces (once reaction be- 
comes positive, it usually remains so), and the roentgen modularity of the mucosa 
of the greater curvature, with no mass palpable corresponding to the filling defect, 
and the greater curvature stood indicted for malignancy. 

Surgical report (Dr. John H. Garlock, The Mount Sinai Hospital, New York 
City) :—“The exploration of the peritoneal cavity showed an extensive zeoplastic: 
involvement of the stomach, transverse mesocolon, and gastrohepatic ligament in 
which the gallbladder was found to be imbedded into a neoplastic tissue. In the 
pelvis, neoplastic nodules were felt in the leaves of the broad ligament. The in- 
operability of this case was obvious”. 


Comment :—The patient was examined by her family physician four or more 


months before the above study. She was administered a liberal dose of non-somatic © 


terminology, because of the prevailing psychic component. Had she gone through 
a diagnostic scrutiny when she first presented herself, the exploratory findings 
might have had a bright aspect. The writer concedes, however, that the case history 
was sufficiently tinged with deception to lead one astray. The late Dr. J. L. Kantor? 
reported two cases of giant rugae, both showing resemblance to carcinoma, yet both 
proving benign at operation. Dr. Paul Klemperer here reported “chronic hyper- 
trophic gastritis; no evidence of tumor”. It was intriguing to note the very close 
resemblance of our x-ray findings in the above case to those of Dr. Kantor. To the 
credit of the good doctor, his two-case reports remind the writer of a well-phrased 
aphorism by an English physician: “There is more rejoicing in heaven over the one 
laparotomy that fails to find cancer than over the 99 that find it too late”. Un- 
fortunately our case was one of the 99. 

It is a sad fact that the mental attitude, not only of the laity but also of a num- 
ber of physicians, contributes considerably to cancer mortality. The patient’s mental 
status and the marked psychic emotional background, segmental a part of the his- 
tory as they are, operated as a factor of deception, and the case nearly escaped a 
diagnostic search, as insisted upon by the patient. With a striking consciousness that 
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negative findings might perhaps mark the study of this case, the approach was 
modestly started with a stool examination, with the findings of a 4-plus positive 
occult blood. We are all familiar with the common practice of getting coal to burn 
by first building a wood fire, and starting the wood by igniting paper, which in turn 
is lit with a match. It is the burning of each material that raises the temperature 
of the next; it in turn catches fire and burns. The parallel is well illustrated in this 
case. 


Case 8:—Male, age 31. Presented a history when first examined by the writer 
of awakening from sleep about five months ago with “severe abdominal cramps”. 
He had himself palpated a “hard lump in the right abdomen”. He also observed 
asymmetry of the abdominal wall by a “bulge” in the right side of the abdomen. 
This episode was transient and eased immediately, and the patient continued to 
sleep. Two similar episodes recurred nocturnally about three weeks later in the 
same pattern as previously. Four months later he had a copious rectal hemorrhage. 
Sigmoidoscopy and colon barium enema yielded no evidence of pathology along the 
colonic tract. At this stage of the history the patient was examined by the writer. 
The palpatory abdominal findings were essentially negative. However, the patient 
insisted that he was “conscious” of his right iliac fossa. A rectal digital examination 
disclosed nothing abnormal. Previous colon plates were surveyed by the writer and 
confirmed the absence of abnormality. Feces under food control repeatedly showed 
occult blood positive. After repeated abdominal examinations with the intent of 
finding the “mass” in the right abdomen, a mass classically descriptive of right 
nephroptosis was found at the site of the kidney region, very freely movable, 
smooth in contour, no marked tenderness. This mass was considered merely as part 
of the visceroptotic habitus of this patient. It was queer indeed how the culprit was 
within the clinician’s grip and permitted to escape detection, for it really was and 
had been relegated to clinical insignificance. A mobile right kidney commonly 
represents a general splanchnoptosis. In retrospect it is apparent that the mass was 
erroneously not considered as an abdominal tumor. Hypermobile cecum was also 
not found on reading the colon enema x-ray films. A Meckel’s diverticulum was 
inferred, as this condition “is so often looked for and seldom found”. A roentgeno- 
logic meal did not offer evidence of structural pathology in the pyloroduodenal 
region, small bowel and colon. However, under screen scrutiny, emphatic peristalsis 
at the incisura angularis, rapid gastric emptying and racing of barium through the 
cap were noted. A manipulatory endeavor to fill the cap was poorly rewarded. 
Gloved finger palpation did not elicit tenderness. Despite a gastric chemistry within 
the normal range and the conspicuous absence of the orthodox rhythm of post- 
pyloric lesion, a relatively silent ulcer of atypical behavior was diagnosed and the 
persistent findings of occult blood in the stool offered support to this contention. The 
presence of a copious hemorrhage and rapid colonic travel of intestinal contents, with 
blood reaching the lowermost part of the colon (and therefore frank blood) followed 
by later capillary oozing with persistent occult blood positive, was under the circum- 
stances regarded as confirmatory. Not unmindful of the possibility of frank 
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intestinal bleeding caused by a Meckel’s diverticulum, the writer carried out a 
thorough search of the x-ray films, but gathered no evidence to direct the diagnosis 
in that direction. This brings to mind a statement from the Mayo clinic: “Meckel’s 
diverticulum is frequently suspected, often looked for, and seldom found.” It was 
felt therefore, that while the absence of symptoms of duodenal ulcers was of little 
value as compared with their presence, such absence by no means excluded this 
condition; the presenting symptoms are subject to protean characteristics. The 
gallbladder was indicted on slim inferences only and was ruled out. The appendix 
was roentgenologically considered guilty, but clinically this was refuted. In a sym- 
posium on peptic ulcer, L. F. Baker? writes: “In reality, no history is constant for 
a peptic and duodenal ulcer, since they may be symptomless.” In retrospect it 
becomes apparent how ample justification had been gathered to label the case 
silent duodenal ulcer. Copious hemorrhage followed by continued occult blood 
and intractable chronicity called for an exploratory laparotomy. At this stage, 
the patient rightly looked for and obtained confirming opinions. The surgeon 
who examined the case expressed his opinion thus: “This case may well turn out 
to be one of gastric hemorrhage without any gross pathology in the duodenum.” 


Operation:—Exploratory laparotomy and ileocolic resection with side-to-side 
ileotransverse colostomy (Dr. J. H. Garlock, Mt. Sinai Hospital). Findings: “The 
stomach, duodenum and entire small bowel appeared normal. In the ascending 
colon, approximately 3 inches from the ileocecal junction, was a tangerine-sized 
neoplastic lesion which had grossly penetrated to the serosal surface of the bowel. 


There was gross involvement of regional lymph nodes, especially along the right 
colic vessels and the branches of the middle colic vessels. The liver and pelvis were 
free of metastasis. On sectioning the excised specimen, an ulcerating, fungating 
lesion was present in the ascending colon which completely encircled the bowel 


and measured approximately 2 inches in breadth.” 


Postoperative diagnosis:—“Carcinoma of the ascending colon with regional 
node involvement.” Pathology disclosed infiltrating adenocarcinoma of cecum, with, 
however, “no involved lymph nodes found”. 


Review of the case in retrospect :—Consultants concerned in this case all missed 
an indictment of the right colon sector as the site of pathology, as the writer sees it, 
because the clinical picture of right colon carcinoma was conspicuously absent. While 
they were concerned with surveying the x-ray films taken several months before 
the case came to consultation, the more dynamic approach—fluoroscopy—was lack- 
ing in the assessment of the case. Copious bleeding diverted attention from right 
colon carcinoma. Intussusception is almost always attended with obstruction, and 
this was absent. Had there been intussusception of ileum into the cecum, or cecal 
tumor into the ascending colon (and this is probably what had been palpated by 
the patient and on one occasion only detected by the writer, when it was erroneously 
interpreted), the preoperative diagnosis might have been “a diagnosis that is almost 
but not quite correct” —a paradiagnosis. 
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This case brings into sharp focus the following points: Static roentgenology 
without the advantages of roentgenoscopy is laden with the potentiality of error. 
Not only must guesswork be eliminated but a firm attitude on the part of the clini- 
cian towards incomplete work is imperative. The patient’s insistence on sparing 
expense must be completely excluded from consideration, or one runs the risk of 
“missing the bus” in arriving at an early and timely diagnosis. It should always be 
borne in mind that gastroenterology is a pleomorphic specialty; problems are often 
knotty because of multiple structural pathologies. Under such circumstances the 
clinical picture is variegated, and mimicry, particularly in the right abdomen, is a 
factor calling for careful differential dagnosis. I agree with Dr. Alvarez® that there 
is joy in taking history, but unless the highlights in the history add to its precision, 
the result in retrospect is often deep sorrow. To paraphrase Pope’s: “And make 
each day a critic on the last”, make each case a critic on the last. This case will 
remain deep in the writer’s memory. 


Discussion 


The discussion herein will appear lengthy, but believing that I am now writing 
my last paper as an expression of what has stirred in my consciousness during a 
period of over four decades of continuous delving into the intricacies of medical 
practice, I think it pertinent. It is admitted that too small a number of cases has 
been presented to be called a fair cross-section of patients who call for consultation, 
but they amount to a considerable total when gathered from a vast number of 


physicians. 

A patient relates a long history of a malady or a short one. The history may 
be considered actually short in time of onset if it is not preceded by some sort of 
digestive aberration. A long history, continuous or interrupted, with symptom-free 
intervals, expresses chronicity and intractability. A recent accentuation of the symp- 
tomatology of a long antecedent history should be regarded as only apparently 
short and tells the tale of a probable degeneration of a benign lesion into malig- 
nancy. Complete anacidity and a short history, unlike the achlorhydria with a long 
history, strongly points a suspicious finger towards carcinoma. Add to the triad of 
anorexia, weight loss and progressive asthenia and the diagnosis is unequivocal; but 
then, it is a late triad. Its absence, however, does not militate against a diagnosis 
of malignancy. X-ray should only be carried out to demonstrate the extent of the 
region involved. It should be regarded as axiomatic that the harder it is to recognize 
gastric carcinoma, the better the prognosis. Referring to Case 8, the history was a 
short one. The writer was indoctrinated with the thought that when two diseases 
are possible concomitants, the chances favor the commoner of the two, even with 
equal evidence for each. But the age of this patient conveyed to mind that he was 
not apt to harbor multiple pathology. The age favored a commoner disease, and 
the choice of a duodenal ulcer without the orthodox behavior pattern was warranted. 
Other colleagues, eminent in their respective fields, focused attention on postpyloric 
lesion or on the rate occurrence of Meckel’s diverticulum. In any event, a single 
cause for the copious intestinal hemorrhage was considered most likely. 
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Addisonian pernicious anemia is often confused diagnostically with carcinoma 
of the digestive tract (see Case 3). Castle and Minot* pointed to the occurrence of 
pernicious anemia after a variety of lesions of the stomach and intestines. It is 
beyond the scope of this paper to go into all phases of the “primary anemia” of 
Case 3. It is pertinent to remark, however, that neural symptoms may appear long 
before there is any clear-cut picture of macrocytic anemia. In older individuals par- 
ticularly macrocytic anemia merits the first choice. In the case under discussion, no 
attempt was made at differential diagnosis, with consequent misdirection of thera- 
peutic effort. The symptom-complex which is clinically designated as pernicious 
anemia may, in many of its features also betray malignancy of the stomach, and 
particularly of the right colon sector. A neoplasm may attain a considerable size 
without causing serious obstruction of that relatively wide tube. It is this anatomic 
feature that makes it possible for a lesion to advance far enough and possess enough 
multiple ulcerating surfaces to bleed sufficiently to induce a pernicious anemia-like 
blood picture. Regarding achylia gastrica, pernicious anemia is not the only state 
that is refractory to histamine, nor should a diagnosis of pernicious anemia based 
on stomach anacidity exclude from consideration the possibility of malignancy 
distally remote from the stomach. The pernicious anemia should not only be sus- 
pected as the cause of anacidity but also as the result of malignancy. 


Pasteur uttered words of wisdom when he said, “Men of science without 
laboratories are like soldiers without arms.” Of course, laboratory aids should serve 
us, and not master our thinking, but they serve well in the process of elimination and 


the detection of the offending agent. Concomitancy of disease entities figures largely 
in diagnostic confusion, and again achylia gastrica is common to both pernicious 
anemia and gastric carcinoma. A single finding, categorically well-located, does not 
cause the wary clinician to confine his thinking to one malady only, for the maladies 
which are mirrored in the stomach are many. 

Regarding cirrhosis of the liver (Case 4), it is obvious that a “snap” diagnosis 
is fraught with errors of commission and omission—a trite expression but one 
which merits reiteration, and what is very tragically illustrated in this case. The 
history of chronic alcoholism was considered the sole cause of the enlarged liver. 
An array of liver function tests would have provided the signposts to keep the 
clinician from straying from the correct road. Frequently motorists complain that 
the road maps are wrong; yet, if they had followed the signposts and adhered to the 
main highway, they would have found that the maps, after all, were right. To follow 
up this analogy, the patient’s physician in Case 4 was not cancer-minded and devi- 
ated from the main highway, and meanwhile precious weeks and months were lost 
because carcinoma was overlooked and the malignancy permitted to advance to the 
point of inoperability and wide metastasis. He was deceived by the history of chronic 
alcoholism. 

To obviate such deceptive aspects of history-taking, a comprehensive pre- 
liminary screening of all patients should be obligatory in private practice. This 
should embrace a gastric analysis to determine motor and secretory functions, and a 
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test of feces under food control in search for occult blood. A normal sedimentation 
rate and a normal blood count should not, from the standpoint of evaluation of 
normalcy, exclude a roentgenologic survey, despite the economic burden involved in 
a roentgenologic screening of the digestive system. 

Regardless of whether the case is one of truly silent gastric carcinoma, i.e. a 
silent symptomatology occurring in a neoplasm in a silent gastric area, such as 
midway between the two gastric extremes, as in Case 8, where the greater curvature 
was involved, or only one that is apparently silent, when the neoplasm resides in a 
“silent personality” with a high threshold for pain and incapable of defining or 
complaining of vague symptoms, as in Case 2, the procedures recommended above 
constitute an irreducible minimum and are the best screening tests for adoption in 
general practice. The busy general practitioner will be well compensated by such a 
procedure, for an attenuated history taken in haste and often replete with decep- 
tions is conducive to diagnostic pitfalls. I believe that the yield of malignancy detec- 
tions would be much greater from these methods, including also fluoroscopy, than 
from the frequently accepted roentgenological screening of the gastroenteric tract 
unpreceded by dynamic fluoroscopy. 

Referring to the alleged infallibility of the x-ray, Carman said that: “thorough 
reliance on the roentgen ray is a gratifying complement, but it sometimes leads to 
error.” In my cemetery of case histories, well followed-up from their first presenta- 
tion to their delivery into eternity, it was by virtue of the dynamics of the two tests 
of gastric analysis and search for occult blood in the feces after three meatless days 
that success was achieved—these were the signposts keeping the traveller from wan- 
dering astray. It is expedient for early diagnosis not to consider carcinoma from the 
standpoint of age, and to delete the phrase “cancer age”, for no age is exempt, and 
substitute “cancer time”, a term coined to imply the weeks and months lost before 
the patient with well-defined cancer symptoms comes to the physician and before 
the physician refers him to the surgeon. The term “cancer dyspepsia” is appropriate 
to use since it assists the physician to be cancer-minded in the presence of mild 
digestive symptoms. It has a catchy connotation which puts the wary physician 
on the right road and also serves as a warning to the unwary. It is noticeable from 
current reports from Cancer Detection Clinics that the yield of positive cases of 
malignancy is small, but surely the angels in heaven rejoice over the larger yield 
of negatives. The yield of early diagnosis would probably rise in those patients 
who are relatively asymptomatic and would derive the good that goes with timely 
diagnosis. The vast difference in the prolonged postoperative survival of patients 
detected during a silent phase as compared with the cases with an overt picture 
of malignancy and inoperability, and even those where the neoplasm lies in the 
operative zone but has metastases disseminated through it, is obvious. One may 
state confidently that in a presymptomatic diagnosis of carcinoma lies the differ- 
ence between early and timely surgery in the former cases and late and speculative 
surgery in the latter. 

To obtain an accurate history from every patient is no easy task. Referring to 
Cases 1 and 2, it is interesting to note that there are patients to whom the mere 
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mention of the word “cancer” has so many sinister connotations that they offer as 
much resistance as they can to a thoroughgoing search, while some patients are 
chagrined if a complete study results in complete negativity. Some patients delight 
in finding out how closely the physician can guess the nature of their ailment. 
Consequently they do not cooperate with him as fully as they should to the end 
of securing a correct diagnosis. Professional sentiment towards a patient in the 
lower income brackets is no valid excuse for a meager or delayed investigation. 
The clinical behavior of a well-defined entity is so often aberrant as to divert 
attention from the seat of the lesion. To obtain the whole rounded history, the 
gastroenterologist must avoid looking at his patient through the “tubular vision” 
of the specialist and take a broad view of the illness, considering the patient as a 
whole rather than focussing attention too closely on the prima via. In the practice 
of medicine as well as the teaching of our undergraduate students, the symptoms 
to emphasize are not those which indicate that malignancy is surely present, but 
those which signalize that cancer may possibly be present. Laboratory procedures 
are to set us thinking, but not to replace thought. A physician’s mind should be 
balanced on a universal joint, swinging in any direction to which the symptomat- 
ology points a suspicious finger. Finally, an optimistic psychology and words of 
encouragement from a sympathetic physician help to achieve the accuracy desired. 


If after gathering together all fragments in taking the history of a patient a 
specific or nearly specific disease entity cannot be built up, and a situation synony- 
mous with obscurity regarding the malady arises, a hasty diagnosis of a neurosis 
complex should be deferred and the search continued (Case 7). 


To facilitate the technic of history-taking, the clinical investigation must be 
varied and adaptable for a greater insight into the intricacies of the mental make- 


up of the patient. The variation of the mental attitudes of different persons 


towards the same disease causes much confusion in clinical interpretation. The 
writer has found it very helpful to divide patients into several categories and place 
each patient in the proper group. The following classification was employed: 

1. Those who will not volunteer information. 

2. Those who wilfully conceal their symptoms. 
Those who magnify their symptoms. 
Those who minimize their symptoms. 
Those who lack the langage to describe their symptoms accurately. 
Those who are hypersensitive to pain and other symptoms. 

7. Those who are hyposensitive to pain and other symptoms. 

Classes 6 and 7 were devised by the late Dr. Emmanuel Libman. The classifi- 
cation provides a method whereby one may obtain an approximation of the ner- 


vous status of the individual and an interpretation of the clinical picture and 
physical ‘findings in terms of the mental status. 


| 


THE REVIEW OF GASTROENTEROLOGY 


SUMMARY 


The deceptions that must be guarded against in taking a history are many 
and varied. Vagueness in history leads to such deceptions. Cancer-mindedness 
guards against them. To wait for the assemblage of clinical criteria for apex diag- 
nosis or for razor-sharp laboratory aids is to invite late discernment in a vast 
number of cases. The history is the backbone of clinical investigation. Not curative 
but palliative surgery is the terminal phase of a deceptive history. The title “pleo- 
morphism” applied to gastroenterology is pertinent, for the field comprises a 
veritable miscellany of internal medicine. Summed up, it appears that the gastro- 
enterologist must do a lot of diverging. 
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specially prepared, mucilaginous okra base clings tenaciously — 
to mucosal walls, protecting against erosion and maintaining the 
chlorophyll in prolonged contact with the lesion. 


prompt, sustained antacid action — without undesirable side 
effects — provided by magnesium trisilicate and aluminum hydroxide. 


packaging: Cuioresium Mucinoin is available in bottles of 
50 and 200 tablets and in boxes of 25 powders.* 


*CHLoRESIUM Powper will con- 
tinue to be available in boxes of 
25 envelopes but will now be sold 
under the name CHLORESIUM 
Mucinon. 


RYSTAN COMPANY, INC. vernon, 
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NO LAXATIVE LAG 


with Sal Hepatica 


When your patients ask about 
fast laxation recommend efferves- 
cent Sal Hepatica. There’s no lag, 
no continuing discomfort while your 
patients wait for this laxative to act. 
Taken before the evening meal, sat- 
isfactory action is assured before 
bedtime, thus permitting a sound 
night’s sleep. Taken in the morning 
before breakfast, laxation will usu- 
ally occur within the hour. 

Sal Hepatica’s action is gentle, 
0, for its fluid bulk provides soft 
ressure. 

Sal Hepatica suits your patients’ 
bonvenience—and yours. Antacid Sal 
epatica also combats gastric hy- 
eracidity which so often accom- 
Danies constipation. 


* Aperient — 


* Laxative 


* Cathartic 


* Average dose 


Sites ner 


 AGENTLE, 


Antacid. 


te 


FERVESC 
 ERVESCENT 


te 
hing 


| 
| 
| 
| 
| TOOTH PAS 
| 
| } 
| 
| 
if Sab = 
SAL HEPATICA, a product of BRISTOL-MYERS—19 West SOth Street, New York 20, N. Y. 4 


His pain is severe 
His recurrences are frequent 
He bieeds repeatedly 
He is easily constipated 
This “hard-to-keep-well” ulcer patient need not be a cause for undue 7 
concern until Tricreamalate has been given adequate trial. When other 


medications fail, Tricreamalate, a combination of specially prepared © 
gastric antacids with distinct advantages will often 


stop pain more quickly 
prevent recurrences 
control bleeding 
without side effects 


Tricreamalate is a highly reactive amorphous acid soluble aluminum 
hydroxide plus hydrated magnesium trisilicate. Tablets: 2 to 4, after 7 
each feeding. Liquid: 2 to 4 teaspoonfuls after each feeding. 


TRICREAMALATE, TRADEMARK REG. U. 8. & CANA 


INC. NEW YORK 18, N. Y. WINDSOR, ONT. 
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Brand of Aluminum Hydroxide Gel and Magnesium Trisilicate 


FOR PROMPT 


INTESTINAL CLEANSING 


Evacuant (ACTION WITHOUT REACTION 


> distress 


rior to qaiagno 


C. B. FLEET CO., INC. - LYNCHBURG, VIRGINIA 


wos» ow ow ( PHOSPHO-SODA (cen 


A Laxative for Judicious Therapy 
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prompt intestina eansing p 
i tic or surgical work, larger doses of Phospho 
end 5’ Soda (Fleet) are widely used to induce a 
prompt, complete evacuatior much like the 
response to an enema. Yet its gentle action 
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Structural and functional integrity of the nor- 
mal erythrocyte depends on a wide range of 
substances—8 of which are encompassed in each 
Cebetinic* tablet: 
Ferrous Gluconate 5-0 grains 
Vitamin Factors 1.0 micrograll 
(as determined by microbiological assay) 
Folic Acid 0.67 milligra 
Thiamine Hydrochloride 2.0 milligrat 
Riboflavin 2.0 milligrar 
Pyridoxine Hydrochloride 0.5 milligrat 
Nicotinamide 10.0 milligrani 
Ascorbic Acid 25.0 milligram 


anorexia, asthenia and anemia related taz 
nutritional deficits; post-infection and post 
surgical states; chronic blood loss: gastré 
intestinal disorders of absorption; peri« 

of rapid growth in children; puberty an@ 
pregnancy— 


Cebetinic 


Dosage: Averace Avuit — tablets daily 
Cuitprex—from 1 to 3 tablets daily, accordi 
to age 


In bottles of 60 and 500 tablets 


*Trademark 


Medicine...Produced with care... Designed for heaith 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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MUCOTIN. & 
Mucin; Antacid 
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MUCOTIN. the Protector contail 
purified gastric L, ti tenuclously Coat : 
Mucin Makes the Difference in Mucotin 
Che mucin in Mucotin s pplements nature s ; 
own protective coating and in combinauvion 
with the non-systemic antacids provides al 
over the ulcer and gastric MUCOSd. 
lwo tablets of Mucotin (Harrower) evers 
two nours yrovide ‘Ve lief OF SYM)- 
i A . 
toms, promote rapid healing and aid 
in the nrevention OI recurrence /e 
( salple S, Diet Be Kiets al d repril ts 
vrite to the Prote 1S Division 
) 
The | HARROWER | laboratory, Inc 
Ne irk \venue Jersey uty ] 
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SOLUTION 


SIRNOSITO 


CHOLINE AND 


INOSITOL 


A better response may be expected from the simultaneous 
administration of both choline and inositol than from the 
administration of either alone.':? Patients unresponsive to 
choline often show progressive improvement and ultimate 
recovery when adequate amounts of inositol are given in addi- 


tion to choline.* 
POTENT 


Satisfactory therapeutic response is predicated upon ade- 
quate dosage. The importance of the quantitative element in 
lipotropic therapy is shown by the marked clinical improve- 
ment?:+ and evident histologic tissue restoration‘ in response 
to an increese in the dosage of lipotropic factors. 

This daily dose of three tablespoonfuls of Solution Sirnositol 
provides adequate therapy: 

Choline gluconate 
Inositol 


22.23 Gm: 


PALATABLE 


Solution Sirnositol provides potent lipotropic therapy in a 
sugar-free, yet sweet and pleasant-tasting aqueous vehicle. 
Available in 16 oz. bottles, on prescription only. 


CSC 


A Division of COMMERCIAL SOLVENTS CORPORATION «¢ 17 East 42nd Street, New York 17, N. Y. 
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ACTING L\POTROPIC 
COMBINATION 


ANUSOL 


“WARNER’ Unguent 


A BLAND, SOOTHING, HEALING, 
ALL-PURPOSE OINTMENT 
for local or external use 


in Skin Rashes, Inflammations, 


and Irritations... 


Sunburn, Cuts, Wounds, Burns, 


and Abrasions... 


Hemorrhoids and Anorectal 


Disorders... 


Contains no Narcotic, Anes- 
thetic, Analgesic or Habit- 


forming Drugs. 


PROMPT RELIEF e WIDE RANGE OF USAGE 
EFFECTIVE ACTION © THERAPEUTIC SAFETY 


*T.M. Reg. U. S. Pat. Of. 


WILLIAM R. WARNER 
DIVISION OF WARNER-HUDNUT, INC. 


New York Los Angeles St. Louis 
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FOR THE PEPTIC ULCER PATIENT 


"DOUBLE-GEL ACTION’ AMPHOJEL 


relieves pain promptly 


promotes rapid healing 


no kidney damage 


never causes alkalosis 


no acid rebound 


pleasant to take 


SuppuieD: Liquid, bottles of 12 fl. 
oz. Also available: Tablets of 5 
grains and 10 grains 


After 15 years of clinical use, the most widely 
prescribed medication for peptic ulcer— 


® AMPHOJEL 


ALUMINUM HYDROXIDE GEL 


Wyeth Incorporated, Philadelphia 2, Pa. 


stops gastric corrosion 


provides a soothing protec- 
tive coating over the ulcer 


imposes no added burden 
on kidney function 


buffers gastric contents 
moderately; permits nor- 
mal neutralization of alka- 
line secretions of upper 
intestine 


even in excessive doses. 
Does not cause unphysio- 
logic alkalinity and conse- 
quent acid secretory re- 
sponse 


smooth, creamy, pleasing 
taste and texture 
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